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ﺭﺍﺑﻄﻪ ﻱ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳﻼﻣﺖ ﻭ ﺭﺷﺪ ﺍﻗﺘﺼﺎﺩﻱ ﺩﺭ
ﻛﺸﻮﺭﻫﺎﻱ ﺧﺎﻭﺭﻣﻴﺎﻧﻪ ﻭ ﺷﻤﺎﻝ ﺁﻓﺮﻳﻘﺎ )ﻣﻨﺎ(
ﻣﺤﺴﻦ ﻣﻬﺮﺁﺭﺍ1 / ﻋﻠﻲ ﺍﻛﺒﺮ ﻓﻀﺎﺋﻠﻲ2
ﭼﻜﻴﺪﻩ
ﻣﻘﺪﻣﻪ: ﻳﻜﻲ ﺍﺯ ﭼﺎﻟﺶ ﻫﺎﻱ ﺍﺳﺎﺳﻲ ﺣﻮﺯﻩ ﻱ ﺳﻼﻣﺖ ﺷﻨﺎﺳﺎﻳﻲ ﻋﺎﻣﻞ ﺗﻌﻴﻴﻦ ﻛﻨﻨﺪﻩ ﻱ ﻣﻘﺪﺍﺭ ﻣﻨﺎﺑﻌﻲ ﺳﺖ ﻛﻪ ﻛﺸﻮﺭ ﺑﺮﺍﻱ ﻣﺮﺍﻗﺒﺖ ﻫﺎﻱ 
ﺳﻼﻣﺖ ﺍﺧﺘﺼﺎﺹ ﻣﻲ ﺩﻫﺪ. ﺍﻏﻠﺐ ﺍﻭﻗﺎﺕ ﺳﻬﻢ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺩﺭﻣﺎﻧﻲ ﻭ ﺑﻬﺪﺍﺷﺘﻲ ﺍﺯ ﺗﻮﻟﻴﺪ ﻧﺎﺧﺎﻟﺺ ﺩﺍﺧﻠﻲ )PDG( ﺩﺭ ﻛﺸﻮﺭﻫﺎﻱ ﺗﻮﺳﻌﻪ 
ﻳﺎﻓﺘﻪ ﺑﻴﺸﺘﺮ ﺍﺯ ﻛﺸﻮﺭﻫﺎﻱ ﺗﻮﺳﻌﻪ ﻧﻴﺎﻓﺘﻪ ﺍﺳﺖ. ﺳﻬﻢ ﻭ ﺍﻫﻤﻴﺖ PDG ﺩﺭ ﻧﻮﺳﺎﻧﺎﺕ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳﻼﻣﺘﻲ ﺩﺭ ﻣﻴﺎﻥ ﻛﺸﻮﺭﻫﺎ ﻳﺎ ﻣﻨﺎﻃﻖ 
ﻣﺨﺘﻠﻒ ﺩﺭ ﻃﺮﺍﺣﻲ ﺳﻴﺎﺳﺖ ﻫﺎ ﺩﺭ ﺑﺨﺶ ﺳﻼﻣﺖ ﻣﻬﻢ ﺍﺳﺖ.
ﺭﻭﺵ ﺑﺮﺭﺳﻲ: ﺍﻳﻦ ﻣﻘﺎﻟﻪ ﺭﺍﺑﻄﻪ ﻣﻴﺎﻥ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳﻼﻣﺖ ﻭ ﺩﺭﺁﻣﺪ ﻧﺎﺧﺎﻟﺺ ﺩﺍﺧﻠﻲ ﺭﺍ ﺑﺮﺍﻱ ﻳﻚ ﻧﻤﻮﻧﻪ 31ﺗﺎﻳﻲ ﺍﺯ ﻛﺸﻮﺭﻫﺎﻱ ﺧﺎﻭﺭ 
ﻣﻴﺎﻧﻪ ﻭ ﺷﻤﺎﻝ ﺁﻓﺮﻳﻘﺎ )ﻣﻨﺎ( ﺩﺭ ﺳﺎﻝ ﻫﺎﻱ )5002-5991( ﺑﺎ ﺍﺳﺘﻔﺎﺩﻩ ﺍﺯ ﺗﺤﻠﻴﻞ ﻫﺎﻱ ﻫﻢ ﺍﻧﺒﺎﺷﺘﮕﻲ ﺑﺮ ﺍﺳﺎﺱ ﺩﺍﺩﻩ ﻫﺎﻱ ﺗﻠﻔﻴﻘﻲ )ﭘﺎﻧﻞ( 
ﻣﻮﺭﺩ ﺑﺮﺭﺳﻲ ﻗﺮﺍﺭ ﻣﻲ ﺩﻫﺪ.
ﻳﺎﻓﺘﻪ ﻫﺎ: ﻫﺮﭼﻨﺪ ﺩﻭ ﻣﺘﻐﻴﺮ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳﻼﻣﺖ ﻭ ﺗﻮﻟﻴﺪ ﻧﺎﺧﺎﻟﺺ ﺩﺍﺧﻠﻲ ﺩﺭ ﺍﻳﻦ ﮔﺮﻭﻩ ﻛﺸﻮﺭﻫﺎ ﻣﺎﻧﺎ ﻧﻴﺴﺘﻨﺪ ﺍﻣﺎ ﻫﻨﻮﺯ ﻳﻚ ﺭﺍﺑﻄﻪ ﻱ 
ﺗﻌﺎﺩﻟﻲ ﺑﻠﻨﺪ ﻣﺪﺕ ﻣﻴﺎﻥ ﺍﻳﻦ ﺩﻭ ﻣﺘﻐﻴﺮ ﻭﺟﻮﺩ ﺩﺍﺭﺩ. ﺷﻮﺍﻫﺪﻱ ﻣﺒﻨﻲ ﻟﻮﻛﺲ ﺑﻮﺩﻥ ﻣﺮﺍﻗﺒﺖ ﻫﺎﻱ ﺳﻼﻣﺖ ﺩﺭ ﺍﻳﻦ ﻣﻨﻄﻘﻪ ﺩﺭ ﻛﻮﺗﺎﻩ ﻣﺪﺕ ﻭ 
ﺣﺘﻲ ﺑﻠﻨﺪﻣﺪﺕ ﻣﺸﺎﻫﺪﻩ ﻧﻤﻲ ﺷﻮﺩ.
ﻧﺘﻴﺠﻪ ﮔﻴﺮﻱ: ﺑﺮ ﺧﻼﻑ ﺷﻮﺍﻫﺪ ﺣﺎﺻﻠﻪ ﺍﺯ ﺳﺎﻳﺮ ﻛﺸﻮﺭﻫﺎ ﻭ ﻣﻨﺎﻃﻖ، ﻛﺸﺶ ﺩﺭﺁﻣﺪﻱ ﻛﺎﻻﻱ ﺳﻼﻣﺖ ﺩﺭ ﻣﻨﻄﻘﻪ ﻱ ﻣﻨﺎ ﻛﻮﭼﻜﺘﺮ ﺍﺯ ﻳﻚ 
ﺍﺳﺖ ﺑﻪ ﻃﻮﺭﻱ ﻛﻪ ﺍﻳﻦ ﻛﺎﻻ ﻟﻮﻛﺲ ﺗﻠﻘﻲ ﻧﻤﻲ ﺷﻮﺩ. ﻟﺬﺍ ﺍﻧﺘﻈﺎﺭ ﻧﻤﻲ ﺭﻭﺩ ﺑﺎ ﺍﻓﺰﺍﻳﺶ ﺩﺭﺁﻣﺪ ﻧﺎﺧﺎﻟﺺ ﺩﺍﺧﻠﻲ، ﺍﻳﻦ ﻛﺸﻮﺭﻫﺎ ﺳﻬﻢ ﺑﻴﺸﺘﺮﻱ 
ﺍﺯ ﺩﺭﺁﻣﺪ ﺷﺎﻥ ﺭﺍ ﺑﻪ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳﻼﻣﺖ ﺍﺧﺘﺼﺎﺹ ﺩﻫﻨﺪ. ﺑﺮﺁﻭﺭﺩ ﺿﺮﻳﺐ ﺗﻌﺪﻳﻞ ﻧﻴﺰ ﺩﻻﻟﺖ ﺑﺮ ﭼﺴﺒﻨﺪﮔﻲ ﻫﺎﻱ ﺑﺎﻻ ﺩﺭ ﻫﺰﻳﻨﻪ ﻫﺎﻱ 
ﺳﻼﻣﺖ ﺍﻳﻦ ﻛﺸﻮﺭﻫﺎ ﺩﺭ ﻣﻮﺍﺟﻪ ﺑﺎ ﺗﻜﺎﻧﻪ ﻫﺎﻱ ﺩﺭﺁﻣﺪﻱ ﺩﺍﺭﺩ. ﺑﺪﻳﻦ ﺗﺮﺗﻴﺐ ﺍﻫﺘﻤﺎﻡ ﺑﻴﺸﺘﺮ ﺩﺭ ﺟﻬﺖ ﺍﻓﺰﺍﻳﺶ ﻛﺎﺭﺍﻳﻲ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳﻼﻣﺘﻲ 
ﻣﻮﺟﻮﺩ ﺍﺯ ﺍﻫﻤﻴﺖ ﻭﻳﮋﻩ ﺍﻱ ﺩﺭ ﺍﻳﻦ ﻛﺸﻮﺭﻫﺎ ﺑﺮﺧﻮﺭﺩﺍﺭ ﺍﺳﺖ.
ﻛﻠﻴﺪ ﻭﺍژﻩ ﻫﺎ: ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳﻼﻣﺖ، ﻛﺸﻮﺭ ﻫﺎﻱ ﻣﻨﺎ، ﺭﺷﺪ ﺍﻗﺘﺼﺎﺩﻱ، ﺭﻳﺸﻪ ﻭﺍﺣﺪ، ﻫﻢ ﺍﻧﺒﺎﺷﺘﮕﻲ
• ﻭﺻﻮﻝ ﻣﻘﺎﻟﻪ: 21/9/78 • ﺍﺻﻼﺡ ﻧﻬﺎﻳﻲ: 71/1/88 • ﭘﺬﻳﺮﺵ ﻧﻬﺎﻳﻲ: 72/2/88
ﺩﺍﻧﺸﻴﺎﺭﮔﺮﻭﻩ ﺍﻗﺘﺼﺎﺩ، ﺩﺍﻧﺸﻜﺪﻩ ﺍﻗﺘﺼﺎﺩ، ﺩﺍﻧﺸﮕﺎﻩ ﺗﻬﺮﺍﻥ؛ ﻧﻮﻳﺴﻨﺪﻩ ﻣﺴﺌﻮﻝ )ri.ca.tu@ararhemm. 1 (
. 2 ﻛﺎﺭﺷﻨﺎﺱ ﺍﺭﺷﺪ ﺍﻗﺘﺼﺎﺩ، ﺩﺍﻧﺸﻜﺪﻩ ﺍﻗﺘﺼﺎﺩ، ﺩﺍﻧﺸﮕﺎﻩ ﺗﻬﺮﺍﻥ
ﻓﺼﻠﻨﺎﻣﻪ ﻋﻠﻤﻲ ـ ﭘﮋﻭﻫﺸﻲ ﻣﺪﻳﺮﻳﺖ ﺳﻼﻣﺖ
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ﻣﻘﺪﻣﻪ
ﻏﺎﻟﺒﺎ ًﺳﻬﻢ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺩﺭﻣﺎﻧﻲ ﻭ ﺑﻬﺪﺍﺷﺘﻲ ﺍﺯ ﺗﻮﻟﻴﺪ ﻧﺎﺧﺎﻟﺺ 
ﺩﺍﺧﻠﻲ  )PDG(  ﺩﺭ  ﻛﺸﻮﺭﻫﺎﻱ  ﺗﻮﺳﻌﻪ  ﻳﺎﻓﺘﻪ  ﺑﻴﺸﺘﺮ  ﺍﺯ 
ﻛﺸﻮﺭﻫﺎﻱ  ﺗﻮﺳﻌﻪ  ﻧﻴﺎﻓﺘﻪ  ﺍﺳﺖ.  ﺍﻳﻦ  ﻧﻜﺘﻪ  ﻧﺸﺎﻥ  ﻣﻲ ﺩﻫﺪ 
ﻛﻪ  ﻣﻴﺰﺍﻥ  ﺍﻫﻤﻴﺘﻲ  ﻛﻪ ﺳﻼﻣﺘﻲ  ﻧﻴﺮﻭﻱ  ﺍﻧﺴﺎﻧﻲ  ﺩﺭ ﺟﺎﻣﻌﻪ 
ﺩﺍﺭﺩ،  ﺑﺎ ﺳﻄﺢ ﺗﻮﺳﻌﻪ  ﻳﺎﻓﺘﮕﻲ ﻛﺸﻮﺭﻫﺎ  ﺍﻓﺰﺍﻳﺶ ﻣﻲ ﻳﺎﺑﺪ. 
ﺍﻛﺜﺮ ﻛﺸﻮﺭﻫﺎﻱ ﭘﺮﺩﺭﺁﻣﺪ ﻋﻀﻮ ﺳﺎﺯﻣﺎﻥ ﻫﻤﻜﺎﺭﻱ ﺍﻗﺘﺼﺎﺩﻱ 
ﻭ ﺗﻮﺳﻌﻪ )DCEO( ﺑﻴﺶ  ﺍﺯ 7ﺩﺭﺻﺪ  ﺍﺯ  ﺗﻮﻟﻴﺪ  ﻧﺎﺧﺎﻟﺺ 
ﺩﺍﺧﻠﻲ ﺧﻮﺩ ﺭﺍ ﺑﺮﺍﻱ ﻣﺮﺍﻗﺒﺖ ﻫﺎﻱ ﺳﻼﻣﺖ ﻫﺰﻳﻨﻪ ﻣﻲ ﻛﻨﻨﺪ.
]1[ ﺩﺭ ﺣﺎﻟﻲ ﻛﻪ ﺍﻳﻦ ﺭﻗﻢ ﺩﺭ ﻛﺸﻮﺭﻫﺎﻱ ﺩﺭ ﺣﺎﻝ ﺗﻮﺳﻌﻪ 
ﻛﻤﺘﺮ ﺑﻮﺩﻩ ﻭ ﺩﺭ ﺑﺴﻴﺎﺭﻱ ﺍﺯ ﺁﻧﻬﺎ، ﻛﻤﺘﺮ ﺍﺯ ﻧﺼﻒ ﺭﻗﻢ ﻣﺬﻛﻮﺭ 
ﺍﺳﺖ. ﺩﺭ ﻛﺸﻮﺭﻫﺎﻳﻲ ﻛﻪ ﺷﺎﺧﺺ ﺗﻮﺳﻌﻪ ﺍﻧﺴﺎﻧﻲ ﺑﺎﻻﻳﻲ 
ﺩﺍﺭﻧﺪ )ﻛﻪ ﺷﺎﺧﺼﻲ ﺍﺳﺖ ﻛﻪ ﻫﺮ ﺳﺎﻟﻪ ﺗﻮﺳﻂ ﺳﺎﺯﻣﺎﻥ ﻣﻠﻞ 
ﻣﺘﺤﺪ ﺑﺮ ﺍﺳﺎﺱ ﺳﻪ ﻋﺎﻣﻞ ﺍﻣﻴﺪ ﺑﻪ ﺯﻧﺪﮔﻲ، ﺩﺭﺁﻣﺪ ﺳﺮﺍﻧﻪ ﻭ 
ﺳﻄﺢ ﺁﻣﻮﺯﺵ ﻣﺤﺎﺳﺒﻪ ﻭ ﺍﻋﻼﻡ ﻣﻲ ﺷﻮﺩ( ﻣﻴﺎﻧﮕﻴﻦ ﻫﺰﻳﻨﻪ 
ﻣﺼﺮﻑ ﺷﺪﻩ  ﺍﺯ  ﻣﻨﺎﺑﻊ ﻋﻤﻮﻣﻲ  ﺩﺭ  ﺍﻣﺮ ﺳﻼﻣﺖ  ﺩﺭ ﺳﺎﻝ 
5002، ﺑﺮﺍﺑﺮ 2/5ﺩﺭﺻﺪ ﺍﺯ ﺗﻮﻟﻴﺪ ﻧﺎﺧﺎﻟﺺ ﺩﺍﺧﻠﻲ ﺑﻮﺩﻩ ﺩﺭ 
ﺣﺎﻟﻲ ﻛﻪ ﺍﻳﻦ ﻣﻴﺰﺍﻥ ﺩﺭ ﻛﺸﻮﺭﻫﺎﻱ ﺩﺍﺭﺍﻱ ﺗﻮﺳﻌﻪ ﺍﻧﺴﺎﻧﻲ 
ﻣﺘﻮﺳﻂ 7/2ﺩﺭﺻﺪ ﻭ ﺩﺭ ﻛﺸﻮﺭﻫﺎﻱ ﺩﺍﺭﺍﻱ ﺗﻮﺳﻌﻪ ﺍﻧﺴﺎﻧﻲ 
ﭘﺎﻳﻴﻦ 1/2ﺩﺭﺻﺪ ﺑﻮﺩﻩ ﺍﺳﺖ.]2[
ﭘﺮﻓﺴﻮﺭ ﻧﻴﻮﻫﻮﺱ ﺩﺭ ﺳﺎﻝ 7791 ﺍﻳﻦ ﺳﺆﺍﻝ ﺭﺍ ﻣﻄﺮﺡ 
ﻛﺮﺩ ﻛﻪ ﭼﻪ ﻋﺎﻣﻠﻲ ﻣﻘﺪﺍﺭ ﻣﻨﺎﺑﻌﻲ ﺭﺍ ﻛﻪ ﻳﻚ ﻛﺸﻮﺭ ﺩﺭ ﺍﻣﺮ 
ﺳﻼﻣﺖ ﻫﺰﻳﻨﻪ ﻣﻲ ﻧﻤﺎﻳﺪ، ﺗﻌﻴﻴﻦ ﻣﻲ ﻛﻨﺪ؟ ﻭﻱ ﺍﺯ ﻳﻚ ﺗﺤﻠﻴﻞ 
ﺭﮔﺮﺳﻴﻮﻥ ﻣﻘﻄﻌﻲ ﺍﺯ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳﻼﻣﺖ ﺳﺮﺍﻧﻪ ﺭﻭﻱ ﺩﺭﺁﻣﺪ 
ﺳﺮﺍﻧﻪ ﺩﺭ 31 ﻛﺸﻮﺭ ﻋﻀﻮ DCEO ﺍﺳﺘﻔﺎﺩﻩ ﻛﺮﺩ ﻭ ﺑﻪ ﺍﻳﻦ 
ﻧﺘﻴﺠﻪ ﺭﺳﻴﺪ ﻛﻪ ﺳﻬﻢ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳﻼﻣﺖ ﺑﺎ ﺍﻓﺰﺍﻳﺶ ﺩﺭﺁﻣﺪ، 
ﺑﻴﺸﺘﺮ ﻣﻲ ﺷﻮﺩ. ﻭﻱ ﻧﺸﺎﻥ ﺩﺍﺩ ﻛﻪ ﺳﻼﻣﺖ ﻳﻚ ﻛﺎﻻﻱ ﺑﺎ 
ﻛﺸﺶ ﺩﺭﺁﻣﺪﻱ ﺑﺰﺭﮔﺘﺮ ﺍﺯ ﻳﻚ ﻣﻲ ﺑﺎﺷﺪ. ﺩﺭ ﻭﺍﻗﻊ ﺳﻼﻣﺖ 
ﻳﻚ ﻛﺎﻻﻱ ﻟﻮﻛﺲ ﺍﺳﺖ.]3[ ﺩﺭ ﻣﻄﺎﻟﻌﺎﺕ ﺑﻌﺪﻱ ﻣﺤﻘﻘﻴﻨﻲ 
ﺍﺯ ﻗﺒﻴﻞ ﺟﺮﺗﺎﻡ )2991( ]4[، ﻫﻴﺘﺮﻳﺲ ﻭ ﭘﺴﻨﺖ )2991(
]5[، ﻭﻳﺴﻜﻴﻮﺱ )4991(]6[، ﻫﺎﻧﺴﻦ ﻭ ﻛﻴﻨﮓ )6991(
]7[ ﻭ ﺑﻠﻮﻣﻜﻮﻳﺴﺖ ﻭ ﻛﺎﺭﺗﺮ )7991(]8[، ﺍﻳﻦ ﻣﻮﺿﻮﻉ ﺭﺍ 
ﺑﺎ ﺍﺳﺘﻔﺎﺩﻩ ﺍﺯ ﺩﺍﺩﻩ ﻫﺎﻱ ﺗﺎﺑﻠﻮﻳﻲ ﻳﺎ ﺗﻠﻔﻴﻘﻲ ﺑﺮﺭﺳﻲ ﻛﺮﺩﻧﺪ. 
ﺑﺎ  ﻭﺟﻮﺩ  ﺑﺮﺗﺮﻱ  ﻭ  ﻣﺰﺍﻳﺎﻱ  ﺩﺍﺩﻩ ﻫﺎﻱ  ﺗﻠﻔﻴﻘﻲ  ﻧﺴﺒﺖ  ﺑﻪ 
ﺩﺍﺩﻩ ﻫﺎﻱ ﻣﻘﻄﻌﻲ ﻭ ﺳﺮﻱ ﺯﻣﺎﻧﻲ، ﻧﮕﺮﺍﻧﻲ ﻭﻳﮋﻩ ﺍﻱ ﻧﺎﺷﻲ ﺍﺯ 
ﻭﺟﻮﺩ ﺭﻭﻧﺪ ﻫﺎﻱ ﺗﺼﺎﺩﻓﻲ ﻭ ﺭﮔﺮﺳﻴﻮﻥ ﻫﺎﻱ ﺑﻲ ﻣﻌﻨﻲ ﻣﻴﺎﻥ 
ﺍﻳﻦ ﻣﺘﻐﻴﺮﻫﺎ ﻭﺟﻮﺩ ﺩﺍﺭﺩ. ﺑﻪ ﻫﻤﻴﻦ ﺩﻟﻴﻞ ﺩﺭ ﺍﺩﺑﻴﺎﺕ ﻧﻮﻳﻦ 
ﺍﻗﺘﺼﺎﺩ ﺳﻨﺠﻲ، ﻣﺤﻘﻘﺎﻥ ﻗﺒﻞ ﺍﺯ ﺗﺨﻤﻴﻦ ﺑﻪ ﺁﺯﻣﻮﻥ ﻭﺟﻮﺩ 
ﺭﻳﺸﻪ ﻭﺍﺣﺪ ﺩﺭ ﻣﺘﻐﻴﺮﻫﺎﻱ ﻣﻮﺭﺩ ﺑﺮﺭﺳﻲ ﺭﻭﻱ ﺁﻭﺭﺩﻧﺪ. ﺍﺯ 
ﺟﻤﻠﻪ ﻣﻄﺎﻟﻌﺎﺗﻲ ﻛﻪ ﺑﺎ ﺍﺳﺘﻔﺎﺩﻩ ﺍﺯ ﺁﺯﻣﻮﻥ ﻫﺎﻱ ﺭﻳﺸﻪ ﻭﺍﺣﺪ 
ﺑﺎ ﺩﺍﺩﻩ ﻫﺎﻱ ﺗﺎﺑﻠﻮﻳﻲ ﻭ ﺗﺤﻠﻴﻞ ﻫﺎﻱ ﻫﻢ ﺍﻧﺒﺎﺷﺘﮕﻲ ﻣﺒﺘﻨﻲ ﺑﺮ 
ﺩﺍﺩﻩ ﻫﺎﻱ ﺗﺎﺑﻠﻮﻳﻲ ﺑﻪ ﺑﺮﺭﺳﻲ ﺍﺛﺮﺍﺕ ﺗﻮﻟﻴﺪ ﻧﺎﺧﺎﻟﺺ ﺩﺍﺧﻠﻲ 
ﺑﺮ  ﻫﺰﻳﻨﻪ ﻫﺎﻱ  ﺳﻼﻣﺘﻲ  ﭘﺮﺩﺍﺧﺘﻪ ﺍﻧﺪ  ﻣﻲ ﺗﻮﺍﻥ  ﺑﻪ  ﻣﻄﺎﻟﻌﻪ 
ﻫﺎﻧﺴﻦ ﻭ ﻛﻴﻨﮓ )6991( ﻭ ﺑﻠﻮﻣﻜﻮﻳﺴﺖ ﻭ ﻛﺎﺭﺗﺮ )7991( 
ﺑﺮﺍﻱ ﻛﺸﻮﺭﻫﺎﻱ ﻋﻀﻮ DCEO ﺍﺷﺎﺭﻩ ﻛﺮﺩ. ﺩﺭ ﺗﻤﺎﻣﻲ ﺍﻳﻦ 
ﻣﻄﺎﻟﻌﺎﺕ،  ﻣﺘﻐﻴﺮﻫﺎﻱ  ﺗﺤﺖ  ﺑﺮﺭﺳﻲ  ﺑﺮ  ﺍﺳﺎﺱ  ﺩﺍﺩﻩ ﻫﺎﻱ 
ﺗﺎﺑﻠﻮﻳﻲ، ﺣﺎﻭﻱ ﻳﻚ ﺭﻳﺸﻪ ﻭﺍﺣﺪ ﺑﻮﺩﻩ ﻭ ﻓﺮﺿﻴﻪ ﻋﺪﻡ ﻫﻢ 
ﺍﻧﺒﺎﺷﺘﮕﻲ ﻣﻴﺎﻥ ﻣﺘﻐﻴﺮﻫﺎﻱ ﻣﺬﻛﻮﺭ ﺭﺩ ﻧﻤﻲ ﺷﻮﺩ ﺑﻪ ﻃﻮﺭﻱ ﻛﻪ 
ﺭﺍﺑﻄﻪ ﺑﺎ ﺍﻫﻤﻴﺖ ﻭ ﻣﻌﻨﻲ ﺩﺍﺭﻱ ﺩﺭ ﺑﻠﻨﺪ ﻣﺪﺕ ﻣﻴﺎﻥ ﻫﺰﻳﻨﻪ ﻫﺎﻱ 
ﺳﻼﻣﺘﻲ ﻭ ﺩﺭﺁﻣﺪ ﺩﺭ ﮔﺮﻭﻩ ﻫﺎﻱ ﻣﺨﺘﻠﻒ ﻛﺸﻮﺭﻫﺎ ﻣﺸﺎﻫﺪﻩ 
ﺷﺪﻩ ﺍﺳﺖ.  ﺑﻪ ﻋﻼﻭﻩ ﺩﺭ  ﺗﻤﺎﻣﻲ  ﺍﻳﻦ ﻣﻄﺎﻟﻌﺎﺕ، ﺳﻼﻣﺖ 
ﻛﺎﻻﻳﻲ ﻟﻮﻛﺲ ﺗﺸﺨﻴﺺ ﺩﺍﺩﻩ ﻣﻲ ﺷﻮﺩ. 
ﺩﺭ ﺍﻳﻦ ﻣﻘﺎﻟﻪ ﻣﺎ ﺑﻪ ﺩﻧﺒﺎﻝ ﺑﺮﺭﺳﻲ ﺩﺭﺳﺘﻲ ﺍﻳﻦ ﻳﺎﻓﺘﻪ ﻫﺎ ﺩﺭ 
ﻛﺸﻮﺭ ﻫﺎﻱ ﻣﻨﺎ ﻫﺴﺘﻴﻢ ﻭ ﺍﻳﻦ ﻛﻪ ﺁﻳﺎ ﺍﺳﺎﺳًﺎ ﺩﺭ ﺍﻳﻦ ﻛﺸﻮﺭ ﻫﺎ 
ﺳﻼﻣﺖ ﻛﺎﻻﻱ ﻟﻮﻛﺲ ﻣﻲ ﺑﺎﺷﺪ ﻭ ﻣﺸﻜﻞ ﺍﺻﻠﻲ ﺍﻳﻦ ﻛﺸﻮﺭ ﻫﺎ 
ﻛﻤﺒﻮﺩ ﺩﺭﺁﻣﺪ ﺍﺳﺖ؟
ﺭﻭﺵ ﺑﺮﺭﺳﻲ
ﺍﻳﻦ  ﻣﻘﺎﻟﻪ  ﺑﺎ  ﺍﺳﺘﻔﺎﺩﻩ  ﺍﺯ  ﺁﺯﻣﻮﻥ ﻫﺎﻱ ﺟﺪﻳﺪ  ﻣﺎﻧﺎﻳﻲ ﻭ ﻫﻢ 
ﺍﻧﺒﺎﺷﺘﮕﻲ  ﺩﺍﺩﻩ ﻫﺎﻱ  ﺗﺎﺑﻠﻮﻳﻲ  ﺑﺮﺍﻱ  31  ﻛﺸﻮﺭ  ﻣﻨﺘﺨﺐ 
ﺧﺎﻭﺭﻣﻴﺎﻧﻪ  ﻭ  ﺷﻤﺎﻝ  ﺁﻓﺮﻳﻘﺎ  )ﺷﺎﻣﻞ  ﺍﻟﺠﺰﺍﻳﺮ،  ﺑﺤﺮﻳﻦ، 
ﺟﻴﺒﻮﺗﻲ، ﻣﺼﺮ، ﺍﻳﺮﺍﻥ، ﺍﺭﺩﻥ، ﻛﻮﻳﺖ، ﻟﺒﻨﺎﻥ، ﻣﺮﺍﻛﺶ، ﻋﻤﺎﻥ، 
ﺳﻮﺭﻳﻪ، ﺍﻣﺎﺭﺍﺕ ﻣﺘﺤﺪﻩ ﻋﺮﺑﻲ، ﻳﻤﻦ( ﺑﻴﻦ ﺳﺎﻝ ﻫﺎﻱ 5002-
5991 ﺭﺍﺑﻄﻪ ﺑﻠﻨﺪ ﻣﺪﺕ ﻣﻴﺎﻥ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳﻼﻣﺖ ﻭ ﺩﺭﺁﻣﺪ 
ﻧﺎﺧﺎﻟﺺ ﺩﺍﺧﻠﻲ ﺭﺍ ﻣﻮﺭﺩ ﺁﺯﻣﻮﻥ ﻭ ﺑﺮﺁﻭﺭﺩ ﻗﺮﺍﺭ ﻣﻲ ﺩﻫﺪ. 
ﺍﻳﻦ ﻛﺸﻮﺭﻫﺎ ﻋﻤﺪﺗًﺎ ﺩﺭ ﻣﻴﺎﻥ ﻛﺸﻮﺭﻫﺎﻱ ﺑﺎ ﺗﻮﺳﻌﻪ ﺍﻧﺴﺎﻧﻲ 
ﻣﺘﻮﺳﻂ  )ﺷﺎﺧﺺ  ﺗﻮﺳﻌﻪ  ﺍﻧﺴﺎﻧﻲ  ﺑﻴﻦ  5/0،  8/0(  ﻗﺮﺍﺭ 
ﺩﺍﺭﻧﺪ. ﺳﺮﻱ ﻫﺎﻱ ﺯﻣﺎﻧﻲ ﻣﻮﺭﺩ ﻧﻴﺎﺯ ﺑﺮﺍﻱ ﺁﺯﻣﻮﻥ ﻫﺎﻱ ﻣﺎﻧﺎﻳﻲ 
ﻭﻫﻢ  ﺍﻧﺒﺎﺷﺘﮕﻲ،  ﻫﺰﻳﻨﻪ ﻫﺎﻱ  ﺳﻼﻣﺖ  ﻭ  ﺩﺭﺁﻣﺪ  ﻧﺎﺧﺎﻟﺺ 
ﺩﺍﺧﻠﻲ ﺳﺮﺍﻧﻪ ﺩﺭ 31 ﻛﺸﻮﺭﻣﻨﺘﺨﺐ ﻋﻀﻮ ﻣﻨﺎ ﻣﻲ ﺑﺎﺷﺪ، ﻛﻪ ﺑﻪ 
ﺭﺍﺑﻄﻪ ﻱ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳﻼﻣﺖ ﻭ ﺭﺷﺪ ﺍﻗﺘﺼﺎﺩﻱ …
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ﺻﻮﺭﺕ ﻟﮕﺎﺭﻳﺘﻤﻲ ﻣﻮﺭﺩ ﺍﺳﺘﻔﺎﺩﻩ ﻗﺮﺍﺭ ﻣﻲ ﮔﻴﺮﺩ. ﺍﻳﻦ ﻣﻨﻄﻘﻪ 
ﺩﺭ ﺩﻫﻪ 0991 ﺭﺷﺪ ﻣﺘﻮﺳﻄﻲ ﺣﺪﻭﺩ 6/3 ﺭﺍ ﺗﺠﺮﺑﻪ ﻛﺮﺩﻩ ﺍﻧﺪ 
ﻫﺮ ﭼﻨﺪ ﻛﻪ ﺩﺭ ﺳﺎﻝ ﻫﺎﻱ 4002-0002 ﻣﺘﻮﺳﻂ ﺭﻗﻢ ﺭﺷﺪ 
ﺁﻧﻬﺎ ﺑﻪ ﺑﻴﺶ ﺍﺯ 6/5 ﺩﺭﺻﺪ ﺑﺎﻟﻎ ﺷﺪﻩ ﺍﺳﺖ.]9[
ﺩﺭ  ﺭﻭﺵ  ﻫﻢ  ﺍﻧﺒﺎﺷﺘﮕﻲ،  ﺭﻭﺍﺑﻂ  ﺑﻠﻨﺪﻣﺪﺕ  ﺍﻗﺘﺼﺎﺩﻱ 
ﺑﺮﺁﻭﺭﺩ ﻭ ﺗﺠﺰﻳﻪ ﻭ ﺗﺤﻠﻴﻞ ﻣﻲ ﺷﻮﻧﺪ. ﺍﻳﺪﻩ ﺍﺻﻠﻲ ﺩﺭ ﺗﺠﺰﻳﻪ 
ﻭ  ﺗﺤﻠﻴﻞ ﻫﻢ  ﺍﻧﺒﺎﺷﺘﮕﻲ  ﺁﻥ ﺍﺳﺖ  ﻛﻪ  ﺍﮔﺮﭼﻪ  ﺑﺴﻴﺎﺭﻱ  ﺍﺯ 
ﺳﺮﻱ ﻫﺎﻱ ﺯﻣﺎﻧﻲ ﺍﻗﺘﺼﺎﺩﻱ ﻧﺎﻣﺎﻧﺎ ﺑﻮﺩﻩ ﻭ ﻳﻚ ﺭﻭﻧﺪ ﺍﻓﺰﺍﻳﺸﻲ 
ﻳﺎ ﻛﺎﻫﺶ ﺩﺍﺭﻧﺪ، ﺍﻣﺎ ﻣﻤﻜﻦ ﺍﺳﺖ ﺩﺭ ﺑﻠﻨﺪﻣﺪﺕ ﻳﻚ ﺗﺮﻛﻴﺐ 
ﺧﻄﻲ ﺍﺯ ﺍﻳﻦ ﻣﺘﻐﻴﺮﻫﺎ، ﻫﻤﻮﺍﺭﻩ ﻣﺎﻧﺎ ﻭ ﺑﺪﻭﻥ ﺭﻭﻧﺪ ﺑﺎﺷﻨﺪ. 
ﺗﺠﺰﻳﻪ  ﻭ  ﺗﺤﻠﻴﻞ ﻫﺎﻱ  ﻫﻢ  ﺍﻧﺒﺎﺷﺘﮕﻲ  ﺑﻪ  ﻣﺎ  ﻛﻤﻚ  ﻣﻲ ﻛﻨﺪ 
ﻛﻪ ﺍﻳﻦ ﺭﺍﺑﻄﻪ ﺗﻌﺎﺩﻟﻲ ﺑﻠﻨﺪﻣﺪﺕ ﺭﺍ ﻛﺸﻒ ﻛﻨﻴﻢ. ﺍﮔﺮ ﻳﻚ 
ﻧﻈﺮﻳﻪ ﺍﻗﺘﺼﺎﺩﻱ ﺻﺤﻴﺢ ﺑﺎﺷﺪ، ﻣﺠﻤﻮﻋﺔ ﻭﻳﮋﻩ ﺍﻱ ﺍﺯ ﻣﺘﻐﻴﺮﻫﺎ 
ﻛﻪ ﺗﻮﺳﻂ ﻧﻈﺮﻳﻪ ﻣﺬﻛﻮﺭ ﻣﺸﺨﺺ ﺷﺪﻩ ﺑﺎ ﻳﻜﺪﻳﮕﺮ ﻣﺮﺗﺒﻂ 
ﻣﻲ ﺷﻮﻧﺪ،  ﺩﺭ  ﺍﻳﻦ ﺻﻮﺭﺕ  ﻣﺎ  ﺍﻧﺘﻈﺎﺭ  ﺩﺍﺭﻳﻢ  ﻳﻚ  ﺗﺮﻛﻴﺐ 
ﺧﻄﻲ  ﺍﺯ  ﺍﻳﻦ  ﻣﺘﻐﻴﺮﻫﺎ  ﺩﺭ  ﺑﻠﻨﺪﻣﺪﺕ  ﻣﺎﻧﺎ  ﻭ  ﺑﺪﻭﻥ  ﺭﻭﻧﺪ 
ﺑﻠﻨﺪﻣﺪﺕ ﺑﺎﺷﺪ. ﺩﺭ ﻏﻴﺮﺍﻳﻦ ﺻﻮﺭﺕ ﺍﻋﺘﺒﺎﺭ ﻧﻈﺮﻳﻪ ﻣﻮﺭﺩ ﻧﻈﺮ 
ﺯﻳﺮ ﺳﺆﺍﻝ ﻗﺮﺍﺭ ﻣﻲ ﮔﻴﺮﺩ. ﺑﻪ ﻫﻤﻴﻦ ﺩﻟﻴﻞ ﺑﻪ ﻃﻮﺭ ﮔﺴﺘﺮﺩﻩ ﺍﺯ 
ﻫﻢ ﺍﻧﺒﺎﺷﺘﮕﻲ ﺑﻪ ﻣﻨﻈﻮﺭ ﺁﺯﻣﻮﻥ ﻧﻈﺮﻳﻪ ﻫﺎﻱ ﺍﻗﺘﺼﺎﺩﻱ ﺍﺳﺘﻔﺎﺩﻩ 
ﺷﺪﻩ ﺍﺳﺖ.]01[
ﻭﻗﺘﻲ ﻛﻪ ﺗﻌﺪﺍﺩ ﻣﺸﺎﻫﺪﺍﺕ ﺳﺮﻱ ﺯﻣﺎﻧﻲ ﺩﺭ ﻫﺮﻛﺪﺍﻡ ﺍﺯ 
ﻛﺸﻮﺭﻫﺎ  ﺯﻳﺎﺩ  ﺑﺎﺷﺪ،  ﻣﻲ ﺗﻮﺍﻥ  ﺗﺤﻠﻴﻞ ﻫﺎﻱ  ﻣﺎﻧﺎﻳﻲ  )ﻭﺟﻮﺩ 
ﺭﻳﺸﻪ ﻭﺍﺣﺪ( ﻭ ﻫﻢ ﺍﻧﺒﺎﺷﺘﮕﻲ ﺭﺍ ﺑﻪ ﺻﻮﺭﺕ ﺟﺪﺍﮔﺎﻧﻪ ﺑﺮﺍﻱ 
ﻫﺮﻛﺪﺍﻡ  ﺍﺯ  ﻛﺸﻮﺭﻫﺎ  ﻣﻮﺭﺩ  ﺑﺮﺭﺳﻲ  ﻗﺮﺍﺭ  ﺩﺍﺩ.  ﺍﻣﺎ  ﻗﺪﺭﺕ 
ﺁﺯﻣﻮﻥ ﻫﺎﻱ ﺭﻳﺸﻪ ﻭﺍﺣﺪ ﻭ ﻫﻢ ﺍﻧﺒﺎﺷﺘﮕﻲ ﻫﻨﮕﺎﻣﻲ ﻛﻪ ﻃﻮﻝ 
ﺩﻭﺭﻩ ﺩﺍﺩﻩ ﻫﺎ ﻛﻢ ﺍﺳﺖ ﺑﺴﻴﺎﺭ ﭘﺎﻳﻴﻦ ﻣﻲ ﺑﺎﺷﺪ. ﺩﺭ ﺍﻳﻦ ﺷﺮﺍﻳﻂ 
ﺍﺳﺘﻔﺎﺩﻩ ﺍﺯ ﺁﺯﻣﻮﻥ ﻫﺎﻱ ﺭﻳﺸﻪ ﻭﺍﺣﺪ ﻭ ﻫﻢ ﺍﻧﺒﺎﺷﺘﮕﻲ ﻣﺒﺘﻨﻲ 
ﺑﺮ ﺩﺍﺩﻩ ﺍﻱ ﺗﺎﺑﻠﻮﻳﻲ ﺑﺮﺍﻱ ﺍﻓﺰﺍﻳﺶ ﻗﺪﺭﺕ ﺁﺯﻣﻮﻥ ﻫﺎ ﺿﺮﻭﺭﻱ 
ﺍﺳﺖ. ﺑﻪ ﻋﻨﻮﺍﻥ ﻣﺜﺎﻝ ﺁﺯﻣﻮﻥ ﻫﺎﻱ ﻣﻌﻤﻮﻝ ﺭﻳﺸﻪ ﻭﺍﺣﺪ ﻣﺜﻞ 
ﺩﻳﻜﻲ ﻓﻮﻟﺮ)FD(، ﺩﻳﻜﻲ ﻓﻮﻟﺮ ﺗﻌﻤﻴﻢ ﻳﺎﻓﺘﻪ)FDA( ﻭ ﻓﻴﻠﻴﭙﺲ 
ﭘﺮﻭﻥ)PP( ﻛﻪ ﺑﺮﺍﻱ ﻳﻚ ﺳﺮﻱ ﺯﻣﺎﻧﻲ ﻣﻮﺭﺩ ﺍﺳﺘﻔﺎﺩﻩ ﻗﺮﺍﺭ 
ﻣﻲ ﮔﻴﺮﻧﺪ ﺍﺯ ﺗﻮﺍﻥ ﺁﺯﻣﻮﻥ ﭘﺎﻳﻴﻨﻲ ﺑﺮﺧﻮﺭﺩﺍﺭ ﺑﻮﺩﻩ ﻭ ﺩﺍﺭﺍﻱ 
ﺗﻮﺭﺵ ﺑﻪ ﺳﻤﺖ ﻗﺒﻮﻝ ﻓﺮﺽ ﺻﻔﺮ ﻫﺴﺘﻨﺪ. ﺍﻳﻦ ﻣﻮﺿﻮﻉ 
ﻭﻗﺘﻲ  ﻛﻪ  ﺣﺠﻢ  ﻧﻤﻮﻧﻪ  ﻛﻮﭼﻚ  ﺍﺳﺖ  )05<n(،  ﺧﻴﻠﻲ 
ﺗﺸﺪﻳﺪ ﻣﻲ ﺷﻮﺩ.
ﻳﻜﻲ ﺍﺯ ﺭﻭﺵ ﻫﺎﻳﻲ ﻛﻪ ﺑﺮﺍﻱ ﺭﻓﻊ ﺍﻳﻦ ﻣﺸﻜﻞ ﭘﻴﺸﻨﻬﺎﺩ 
ﺷﺪﻩ،  ﺍﺳﺘﻔﺎﺩﻩ  ﺍﺯ  ﺩﺍﺩﻩ ﻫﺎﻱ  ﺗﺎﺑﻠﻮﻳﻲ  ﺑﺮﺍﻱ  ﺍﻓﺰﺍﻳﺶ ﺣﺠﻢ 
ﻧﻤﻮﻧﻪ ﻭ ﺁﺯﻣﻮﻥ ﺭﻳﺸﻪ ﻭﺍﺣﺪ ﺩﺭ ﺩﺍﺩﻩ ﻫﺎﻱ ﺗﺎﺑﻠﻮﻳﻲ ﺍﺳﺖ.
ﻳﺎﻓﺘﻪ ﻫﺎ
ﺩﺭ ﺟﺪﻭﻝ1 ﺑﺮﺧﻲ ﺍﺯ ﺷﺎﺧﺺ ﻫﺎﻱ ﺍﻗﺘﺼﺎﺩﻱ ﻭ ﺳﻼﻣﺘﻲ 
ﻛﺸﻮﺭ ﻫﺎﻱ ﻣﻨﺎ ﺁﻭﺭﺩﻩ ﺷﺪﻩ ﺍﺳﺖ. ﻫﻤﺎﻥ ﻃﻮﺭ ﻛﻪ ﻣﻼﺣﻈﻪ 
ﻣﻲ ﮔﺮﺩﺩ  ﺗﻔﺎﻭﺕ ﻫﺎﻱ  ﭼﺸﻤﮕﻴﺮﻱ  ﻣﻴﺎﻥ  ﺷﺎﺧﺺ ﻫﺎﻱ 
ﺳﻼﻣﺘﻲ ﺍﻳﻦ ﮔﺮﻭﻩ ﻛﺸﻮﺭﻫﺎ ﻭﺟﻮﺩ ﺩﺍﺭﺩ. ﺑﻪ ﻃﻮﺭ ﻣﺜﺎﻝ ﺳﻬﻢ 
ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳﻼﻣﺘﻲ ﺍﺯ 6/11 ﺑﺮﺍﻱ ﻟﺒﻨﺎﻥ، 8/9 ﺑﺮﺍﻱ ﺍﺭﺩﻥ ﻭ 
6/6 ﺑﺮﺍﻱ ﺍﻳﺮﺍﻥ ﺗﺎ 8/2 ﺑﺮﺍﻱ ﻛﻮﻳﺖ، 9/2 ﺑﺮﺍﻱ ﺍﻣﺎﺭﺍﺕ ﻭ 
5/3 ﺑﺮﺍﻱ ﻋﻤﺎﻥ ﺗﻐﻴﻴﺮ ﻣﻲ ﻛﻨﺪ. ﺩﺭ ﺣﺎﻟﻲ ﻛﻪ ﻛﻮﻳﺖ ﻭ ﺍﻣﺎﺭﺍﺕ 
ﻛﻤﺘﺮﻳﻦ ﺳﻬﻢ ﺍﺯ PDG ﺭﺍ ﺑﻪ ﺳﻼﻣﺖ ﺍﺧﺘﺼﺎﺹ ﺩﺍﺩﻩ ﺍﻧﺪ 
ﻫﻨﻮﺯ ﺍﺯ ﺑﻴﺸﺘﺮﻳﻦ ﺍﻣﻴﺪ ﺑﻪ ﺯﻧﺪﮔﻲ )ﺑﻪ ﺗﺮﺗﻴﺐ 77ﻭ 87 ﺳﺎﻝ(  
ﺑﺮﺧﻮﺭﺩﺍﺭﻧﺪ. ﺍﻣﻴﺪ ﺑﻪ ﺯﻧﺪﮔﻲ ﺩﺭ ﺍﻛﺜﺮ ﺍﻳﻦ ﻛﺸﻮﺭﻫﺎ ﺑﻴﺶ ﺍﺯ 
07 ﺳﺎﻝ ﺍﺳﺖ. ﻣﺘﻮﺳﻂ ﺳﻬﻢ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳﻼﻣﺖ ﺍﺯ PDG 
ﻭ ﺍﻣﻴﺪ ﺑﻪ ﺯﻧﺪﮔﻲ ﺩﺭ ﺍﻳﻦ ﻣﻨﻄﻘﻪ ﻧﺰﺩﻳﻚ ﺑﻪ ﻛﺸﻮﺭﻫﺎﻱ ﺑﺎ 
ﺩﺭﺁﻣﺪ ﻣﺘﻮﺳﻂ ﺍﺳﺖ. ﺑﺎ ﺍﻳﻦ ﺣﺎﻝ ﺩﺭ ﺑﺮﺧﻲ ﺍﺯ ﺍﻳﻦ ﻛﺸﻮﺭﻫﺎ 
ﻋﻠﻲ ﺭﻏﻢ ﺍﻳﻨﻜﻪ ﺩﺭﺁﻣﺪ ﺳﺮﺍﻧﻪ ﺁﻧﻬﺎ ﻧﺰﺩﻳﻚ ﺑﻪ ﻛﺸﻮﺭﻫﺎﻱ ﭘﺮ 
ﺩﺭﺁﻣﺪ ﺍﺳﺖ )ﻣﺎﻧﻨﺪ ﻛﻮﻳﺖ، ﺍﻣﺎﺭﺍﺕ ﻣﺘﺤﺪﻩ ﻋﺮﺑﻲ ﻭ ﺑﺤﺮﻳﻦ(، 
ﺳﻬﻢ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳﻼﻣﺖ ﺑﻪ ﺗﻮﻟﻴﺪ ﻧﺎﺧﺎﻟﺺ ﺩﺍﺧﻠﻲ ﺑﻪ ﻣﺮﺍﺗﺐ 
ﻛﻤﺘﺮ ﺍﺯ ﻛﺸﻮﺭﻫﺎﻱ ﭘﺮﺩﺭﺁﻣﺪ ﺍﺳﺖ. 
ﻧﻜﺘﻪ ﺩﻳﮕﺮﻱ ﻛﻪ ﻣﻲ ﺗﻮﺍﻥ ﺑﻪ ﺁﻥ ﺍﺷﺎﺭﻩ ﻛﺮﺩ، ﺍﻳﻦ ﺍﺳﺖ 
ﻛﻪ ﻫﺮ ﭼﻨﺪ  ﺩﺭ ﻏﺎﻟﺐ ﻛﺸﻮﺭﻫﺎﻱ  ﺩﻧﻴﺎ،  ﺑﺎ  ﺍﻓﺰﺍﻳﺶ ﺳﻬﻢ 
ﺑﻬﺪﺍﺷﺖ  ﻭ  ﺩﺭﻣﺎﻥ  ﺩﺭ  ﺗﻮﻟﻴﺪ  ﻧﺎﺧﺎﻟﺺ  ﺩﺍﺧﻠﻲ،  ﺳﻬﻢ 
ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﭘﺮﺩﺍﺧﺖ ﺷﺪﻩ ﺑﻪ ﻃﻮﺭ ﻣﺴﺘﻘﻴﻢ ﺍﺯ ﺳﻮﻱ ﺍﻓﺮﺍﺩ 
)ﭘﺮﺩﺍﺧﺖ  ﺍﺯ  ﺟﻴﺐ(  ﻛﺎﻫﺶ  ﻭ  ﺳﻬﻢ  ﺑﺨﺶ  ﻋﻤﻮﻣﻲ  ﺩﺭ 
ﺗﺄﻣﻴﻦ  ﻣﻨﺎﺑﻊ  ﺍﻓﺰﺍﻳﺶ  ﻣﻲ ﻳﺎﺑﺪ  ﺍﻣﺎ  ﺍﻟﮕﻮﻱ  ﻣﺬﻛﻮﺭ  ﺑﺮﺍﻱ 
ﻛﺸﻮﺭﻫﺎﻱ ﻣﻨﺎ )ﺑﻪ ﻭﻳﮋﻩ ﻛﺸﻮﺭ ﻫﺎﻱ ﺻﺎﺩﺭﻛﻨﻨﺪﻩ ﻧﻔﺖ( ﺑﻪ 
ﻃﻮﺭ  ﺩﻗﻴﻖ  ﺑﺮﻗﺮﺍﺭ  ﻧﻴﺴﺖ.  ﺑﻪ  ﻋﻨﻮﺍﻥ  ﻧﻤﻮﻧﻪ  ﺩﺭ  ﺍﻳﺮﺍﻥ  ﻛﻪ 
6/6 ﺗﻮﻟﻴﺪ ﻧﺎﺧﺎﻟﺺ ﺩﺍﺧﻠﻲ ﺑﻪ ﺳﻼﻣﺖ ﺍﺧﺘﺼﺎﺹ ﻣﻲ ﻳﺎﺑﺪ 
ﺳﻬﻢ  ﻫﺰﻳﻨﻪ ﻫﺎﻱ  ﺧﺼﻮﺻﻲ  ﺳﻼﻣﺖ  ﺑﻪ  ﻛﻞ  ﻫﺰﻳﻨﻪ ﻫﺎﻱ 
ﺳﻼﻣﺖ25 ﺩﺭﺻﺪ ﻳﺎ })44/3+51/3(/44/3{ ﺍﺳﺖ، ﺩﺭ 
ﺣﺎﻟﻲ ﻛﻪ ﺩﺭ ﻛﺸﻮﺭ ﻛﻮﻳﺖ ﺑﺎ ﺍﺧﺘﺼﺎﺹ ﺗﻨﻬﺎ 8/2ﺩﺭﺻﺪ 
PDG ﺑﻪ ﺳﻼﻣﺖ، ﺳﻬﻢ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺧﺼﻮﺻﻲ ﺑﻪ ﻋﻤﻮﻣﻲ 
ﻣﺤﺴﻦ ﻣﻬﺮﺁﺭﺍ ﻭ ﻋﻠﻲ ﺍﻛﺒﺮ ﻓﻀﺎﺋﻠﻲ
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ﺳﻼﻣﺖ ﺗﻨﻬﺎ ﺑﺮﺍﺑﺮ 22ﺩﺭﺻﺪ ﻳﺎ })71/2+26/0(/ 26/0{ 
ﺍﺳﺖ. ﺩﺭﺁﻣﺪﻫﺎﻱ ﻧﻔﺘﻲ ﺑﺎﻻ ﺩﺭ ﺑﺮﺧﻲ ﺍﺯ ﺍﻳﻦ ﻛﺸﻮﺭﻫﺎ ﻗﺎﺩﺭ 
ﺍﺳﺖ ﺳﻬﻢ ﺑﺎﻻﻱ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﻋﻤﻮﻣﻲ ﺩﺭ ﺍﻳﻦ ﻛﺸﻮﺭﻫﺎ ﺭﺍ ﺑﻪ 
ﺧﻮﺑﻲ ﺗﻮﺿﻴﺢ ﺩﻫﺪ.
ﺳﻬﻢ  ﺑﺨﺶ  ﺧﺼﻮﺻﻲ  ﺩﺭ  ﺗﺄﻣﻴﻦ  ﻫﺰﻳﻨﻪ ﻫﺎﻱ  ﺑﺨﺶ 
ﺑﻬﺪﺍﺷﺖ ﻭ ﺩﺭﻣﺎﻥ ﺑﺮﺍﻱ ﻛﺸﻮﺭﻫﺎﻱ ﺑﺎ ﺩﺭﺁﻣﺪ ﭘﺎﻳﻴﻦ، ﻣﺘﻮﺳﻂ 
ﻭ ﭘﺮ ﺩﺭﺁﻣﺪ ﻭ ﻛﺸﻮﺭﻫﺎﻱ ﻣﻨﻄﻘﻪ ﺧﺎﻭﺭﻣﻴﺎﻧﻪ ﻭ ﺷﻤﺎﻝ ﺁﻓﺮﻳﻘﺎ ﺑﻪ 
ﺗﺮﺗﻴﺐ 07 ﺩﺭﺻﺪ، 05 ﺩﺭﺻﺪ، 04 ﺩﺭﺻﺪ ﻭ 34 ﺩﺭﺻﺪ ﺍﺳﺖ.
]11[ ﺑﻨﺎﺑﺮﺍﻳﻦ ﺳﻬﻢ ﺑﺨﺶ ﺧﺼﻮﺻﻲ ﺩﺭ ﺗﺄﻣﻴﻦ ﻫﺰﻳﻨﻪ ﻫﺎﻱ 
ﺳﻼﻣﺖ ﺩﺭ ﻛﺸﻮﺭﻫﺎﻱ ﻣﻨﺎ )ﺑﻪ ﺩﻟﻴﻞ ﺑﺮﺧﻮﺭﺩﺍﺭﻱ ﺍﺯ ﺩﺭﺁﻣﺪﻫﺎﻱ 
ﻧﻔﺘﻲ ﺑﺎﻻ ﺩﺭ ﺑﺮﺧﻲ ﺍﺯ ﺍﻳﻦ ﻛﺸﻮﺭﻫﺎ( ﻧﺰﺩﻳﻚ ﺑﻪ ﮔﺮﻭﻩ ﻛﺸﻮﺭﻫﺎﻱ 
ﺑﺎ ﺩﺭﺁﻣﺪ ﺑﺎﻻ ﺍﺳﺖ. ﺩﺭ ﻭﺍﻗﻊ ﺍﻓﺰﺍﻳﺶ ﺳﺮﺍﻧﻪ ﺧﺪﻣﺎﺕ ﺩﺭﻣﺎﻧﻲ ﺩﺭ 
ﻛﺸﻮﺭﻫﺎﻱ ﭘﺮﺩﺭﺁﻣﺪ ﻣﻨﺎ، ﺑﺎ ﻣﺸﺎﺭﻛﺖ ﺑﻴﺸﺘﺮ ﺑﺨﺶ ﻋﻤﻮﻣﻲ ﺩﺭ 
ﺗﺄﻣﻴﻦ ﻫﺰﻳﻨﻪ ﻫﺎ ﺍﻣﻜﺎﻥ ﭘﺬﻳﺮ ﺷﺪﻩ ﺍﺳﺖ.
ﺟﺪﻭﻝ 1: ﺑﺮﺧﻲ ﺷﺎﺧﺺ ﻫﺎﻱ ﺳﻼﻣﺘﻲ ﺩﺭ ﻣﻨﺎ )5002(
)ﺩﺭﺻﺪ ﺍﺯPDG(ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﻛﻞ ﺳﻼﻣﺖ ﻛﺸﻮﺭ
ﺩﺭﺁﻣﺪ ﻧﺎﺧﺎﻟﺺ ﺩﺍﺧﻠﻲ ﺳﺮﺍﻧﻪ 
)ﺩﻻﺭ( )ppp(
ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺧﺼﻮﺻﻲ ﺳﻼﻣﺖ 
)ﺩﺭﺻﺪ ﺍﺯ PDG(
ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﻋﻤﻮﻣﻲ ﺳﻼﻣﺖ 
ﺍﻣﻴﺪ ﺯﻧﺪﮔﻲ)ﺩﺭﺻﺪ ﺍﺯ PDG(
4/1716/299/009166/3ﺍﻟﺠﺰﺍﻳﺮ
4/4786/233/10049100/4ﺑﺤﺮﻳﻦ
9/2553/449/105913/6ﺟﻴﺒﻮﺗﻲ
2/0781/217/301046/5ﻣﺼﺮ
7/0751/344/301076/6ﺍﻳﺮﺍﻥ
6/1747/450/507348/9ﺍﺭﺩﻥ
1/7771/226/0007818/2ﻛﻮﻳﺖ
2/2771/324/807456/11ﻟﺒﻨﺎﻥ
0/0747/153/300141/5ﻣﺮﺍﻛﺶ
0/4778/21/1006415/3ﻋﻤﺎﻥ
6/3722/274/202537/4ﺳﻮﺭﻳﻪ
ﺍﻣﺎﺭﺍﺕ ﻣﺘﺤﺪﻩ 
3/8720/278/0002329/2ﻋﺮﺑﻲ
8/957/24/25586/4ﻳﻤﻦ
9/864/31/407251/5ﻣﺘﻮﺳﻂ ﻣﻨﺎ
ﻣﺘﻮﺳﻂ 
ﻛﺸﻮﺭﻫﺎﻱ ﺑﺎ 
ﺩﺭﺁﻣﺪ ﭘﺎﻳﻴﻦ
8/541/21/331118/3
ﻣﺘﻮﺳﻂ 
ﻛﺸﻮﺭﻫﺎﻱ ﺑﺎ 
ﺩﺭﺁﻣﺪ ﻣﺘﻮﺳﻂ
3/761/32/410947/5
ﻣﺘﻮﺳﻂ 
ﻛﺸﻮﺭﻫﺎﻱ ﺑﺎ 
ﺩﺭﺁﻣﺪ ﺑﺎﻻ
0/878/62/2865621/01
ﻣﻨﺒﻊ: ﮔﺰﺍﺭﺵ ﺳﺎﺯﻣﺎﻥ ﺑﻬﺪﺍﺷﺖ ﺟﻬﺎﻧﻲ )OHW( ﻭ ﮔﺰﺍﺭﺵ ﺗﻮﺳﻌﻪ ﺟﻬﺎﻧﻲ )RDW( ﺩﺭ ﺳﺎﻝ )5002(
ﺭﺍﺑﻄﻪ ﻱ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳﻼﻣﺖ ﻭ ﺭﺷﺪ ﺍﻗﺘﺼﺎﺩﻱ …
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ﺳﻬﻢ  ﻫﺰﻳﻨﻪ ﻫﺎﻱ  ﺧﺼﻮﺻﻲ  ﺳﻼﻣﺖ  ﺩﺭ  PDG  ﺑﻪ 
ﻋﻨﻮﺍﻥ ﺷﺎﺧﺼﻲ ﺍﺯ ﻋﺪﺍﻟﺖ ﺩﺭ ﺑﺨﺶ ﺳﻼﻣﺖ ﺑﻪ ﺗﺮﺗﻴﺐ 
ﺩﺭ ﻛﺸﻮﺭﻫﺎﻱ ﻟﺒﻨﺎﻥ)24/8(، ﺍﺭﺩﻥ)50/5(، ﻣﺼﺮ)17/3( ﻭ 
ﭘﺲ  ﺍﺯ ﺁﻧﻬﺎ  ﺍﻳﺮﺍﻥ)44/3( ﺑﻴﺸﺘﺮ ﺍﺯ ﺳﺎﻳﺮ ﻛﺸﻮﺭﻫﺎﻱ ﺍﻳﻦ 
ﻣﻨﻄﻘﻪ ﺍﺳﺖ. ﺩﺭ ﺑﺮﺧﻲ ﺍﺯ ﺍﻳﻦ ﻛﺸﻮﺭﻫﺎ ﺑﻴﺶ ﺍﺯ 05ﺩﺭﺻﺪ 
ﻫﺰﻳﻨﻪ ﻫﺎﻱ  ﺳﻼﻣﺘﻲ  ﺗﻮﺳﻂ  ﺑﺨﺶ  ﺧﺼﻮﺻﻲ  ﺗﺄﻣﻴﻦ 
ﻣﻲ ﺷﻮﺩ.  ﺩﺭ  ﻣﻘﺎﺑﻞ  ﻛﻤﺘﺮﻳﻦ  ﺳﻬﻢ  ﻫﺰﻳﻨﻪ ﻫﺎﻱ  ﺧﺼﻮﺻﻲ 
ﺳﻼﻣﺖ ﺑﻪ PDG ﺩﺭ ﺍﻳﻦ ﻣﻨﻄﻘﻪ، ﻣﺮﺑﻮﻁ ﺑﻪ ﻛﻮﻳﺖ)26/0( 
ﻭ ﺍﻣﺎﺭﺍﺕ)78/0( ﺍﺳﺖ. ﺩﺭﺁﻣﺪﻫﺎﻱ ﻧﻔﺘﻲ ﺑﺎﻻ ﺍﺣﺘﻤﺎﻻً ﻧﻘﺶ 
ﺯﻳﺎﺩﻱ ﺩﺭ ﺗﺄﻣﻴﻦ ﻣﺎﻟﻲ ﻋﻤﻮﻣﻲ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳﻼﻣﺘﻲ ﺩﺭ ﺍﻳﻦ 
ﺩﻭ ﻛﺸﻮﺭ ﺩﺍﺷﺘﻪ ﺍﺳﺖ.
ﻧﻤﻮﺩﺍﺭ ﻫﺎﻱ 1 ﻭ 2 ﺑﻪ ﺗﺮﺗﻴﺐ ﺩﺭﺁﻣﺪ ﺳﺮﺍﻧﻪ ﺑﺮ ﺣﺴﺐ 
ﺷﺎﺧﺺ  )ppp(  ﻭ  ﻫﺰﻳﻨﻪ ﻫﺎﻱ  ﺳﻼﻣﺖ  ﺳﺮﺍﻧﻪ  ﺭﺍ  ﺑﺮﺍﻱ 
ﻛﺸﻮﺭﻫﺎﻱ ﺗﺤﺖ ﺑﺮﺭﺳﻲ ﻧﺸﺎﻥ ﻣﻲ ﺩﻫﺪ. ﺍﺧﺘﻼﻑ ﺩﺭﺁﻣﺪ 
ﺳﺮﺍﻧﻪ  ﻭ  ﻫﻤﭽﻨﻴﻦ  ﻫﺰﻳﻨﻪ ﻫﺎﻱ  ﺳﺮﺍﻧﻪ  ﺳﻼﻣﺖ  ﺩﺭ  ﺍﻳﻦ 
ﻛﺸﻮﺭﻫﺎ  ﻛﺎﻣًﻼ ﭼﺸﻤﮕﻴﺮ  ﺍﺳﺖ.  ﺑﻪ  ﻋﻼﻭﻩ  ﻣﻄﺎﺑﻖ  ﺍﻧﺘﻈﺎﺭ 
ﺩﺭﺁﻣﺪ ﻭ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳﺮﺍﻧﻪ ﺳﻼﻣﺖ ﺩﺭ ﻛﺸﻮﺭﻫﺎﻱ ﻧﻔﺘﻲ ﻣﻨﺎ 
ﺑﻪ ﻣﺮﺍﺗﺐ ﺑﻴﺸﺘﺮ ﺍﺯ ﻛﺸﻮﺭﻫﺎﻱ ﻏﻴﺮﻧﻔﺘﻲ ﺍﻳﻦ ﻣﻨﻄﻘﻪ ﺍﺳﺖ. 
ﻫﻤﺎﻥ ﻃﻮﺭ ﻛﻪ ﻣﻼﺣﻈﻪ ﻣﻲ ﺷﻮﺩ ﻣﺘﻐﻴﺮﻫﺎﻱ ﻣﺬﻛﻮﺭ ﻫﻤﺮﺍﻫﻲ 
ﻧﺰﺩﻳﻜﻲ ﺑﺎ ﻳﻜﺪﻳﮕﺮ ﺩﺍﺭﻧﺪ.
ﺩﺭ ﺁﻣﺪ ﻧﺎﺧﺎﻟﺺ ﺳﺮﺍﻧﻪ ﺩﺭ ﻛﺸﻮﺭﻫﺎﻱ ﭘﺮﺩﺭﺁﻣﺪ، ﺍﺯ ﻣﺮﺯ 
86562 ﺩﻻﺭ ﺩﺭﺳﺎﻝ 4002 ﮔﺬﺷﺖ ﻛﻪ ﺍﻳﻦ 42ﺑﺮﺍﺑﺮ ﺷﺎﺧﺺ 
ﻣﺬﻛﻮﺭ ﺑﺮﺍﻱ ﻛﺸﻮﺭﻫﺎﻱ ﻓﻘﻴﺮ، ﻣﻲ ﺑﺎﺷﺪ. ﺑﻪ ﻋﺒﺎﺭﺕ ﺩﻳﮕﺮ، 
ﺩﺭﺁﻣﺪ ﻳﻚ ﻓﺮﺩ ﺩﺭ ﻛﺸﻮﺭﻫﺎﻱ ﭘﺮ ﺩﺭﺁﻣﺪ ﺑﻪ ﻃﻮﺭ ﻣﺘﻮﺳﻂ 
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ﻧﻤﻮﺩﺍﺭ1: ﺩﺭﺁﻣﺪ ﻧﺎﺧﺎﻟﺺ ﺩﺍﺧﻠﻲ ﺳﺮﺍﻧﻪ ﺩﺭ ﻛﺸﻮﺭ ﻫﺎﻱ ﻣﻨﺎ 5002 )ﺑﺮ ﺣﺴﺐ ﺩﻻﺭ(
ﻧﻤﻮﺩﺍﺭ 2: ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳﺮﺍﻧﻪ ﺳﻼﻣﺖ ﺩﺭ ﻛﺸﻮﺭ ﻫﺎﻱ ﻣﻨﺎ 5002 )ﺑﺮ ﺣﺴﺐ ﺩﻻﺭ(
ﻣﺤﺴﻦ ﻣﻬﺮﺁﺭﺍ ﻭ ﻋﻠﻲ ﺍﻛﺒﺮ ﻓﻀﺎﺋﻠﻲ
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ﻣﺪ
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ﻫﺸ
ﮋﻭ
 - ﭘ
ﻤﻲ
ﻪ ﻋﻠ
ﻨﺎﻣ
ﺼﻠ
ﻓ
45
ﻣﻌﺎﺩﻝ ﺩﺭﺁﻣﺪ 42 ﻧﻔﺮ ﺩﺭ ﻛﺸﻮﺭﻫﺎﻱ ﻓﻘﻴﺮ ﻭ ﻣﻌﺎﺩﻝ ﺩﺭﺁﻣﺪ 
6 ﻧﻔﺮ ﺩﺭ ﻛﺸﻮﺭﻫﺎﻱ ﻣﺘﻮﺳﻂ ﻭ 5 ﻧﻔﺮ ﺩﺭ ﻛﺸﻮﺭ ﻫﺎﻱ ﻣﻨﺎ 
ﻣﻲ ﺑﺎﺷﺪ. ﺍﻳﻦ ﺍﺧﺘﻼﻑ ﺩﺭ ﺯﻣﻴﻨﻪ ﺷﺎﺧﺺ ﺳﺮﺍﻧﻪ ﻫﺰﻳﻨﻪ ﻫﺎﻱ 
ﺑﻬﺪﺍﺷﺘﻲ، ﺷﺪﻳﺪﺗﺮ ﻣﻲ ﺷﻮﺩ. ﻳﻚ ﻓﺮﺩ ﺳﺎﻛﻦ ﺩﺭ ﻛﺸﻮﺭﻱ 
ﺑﺎ ﺩﺭﺁﻣﺪ ﺑﺎﻻ، ﺑﻪ ﻃﻮﺭ ﻣﺘﻮﺳﻂ 5962 ﺩﻻﺭ ﺻﺮﻑ ﺧﺪﻣﺎﺕ 
ﺑﻬﺪﺍﺷﺘﻲ ﻭ ﺩﺭﻣﺎﻧﻲ ﻣﻲ ﻛﻨﺪ ﻛﻪ ﻣﻌﺎﺩﻝ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺑﻬﺪﺍﺷﺘﻲ 
ﺩﺭﻣﺎﻧﻲ 46  ﻧﻔﺮ ﺩﺭ ﻛﺸﻮﺭﻫﺎﻱ ﻛﻢ ﺩﺭﺁﻣﺪ  ﻳﺎ 01  ﻧﻔﺮ ﺩﺭ 
ﻛﺸﻮﺭﻫﺎﻱ ﺑﺎ ﺩﺭﺁﻣﺪ ﻣﺘﻮﺳﻂ ﻭ ﻣﻨﺎ ﻣﻲ ﺑﺎﺷﺪ.
ﺑﺎ ﺗﻮﺟﻪ  ﺑﻪ ﺷﺎﺧﺺ ﻫﺎﻳﻲ ﻛﻪ ﺩﺭ  ﺑﺎﻻ ﻣﻄﺮﺡ ﮔﺮﺩﻳﺪ، 
ﻣﻲ ﺗﻮﺍﻥ  ﻧﺘﻴﺠﻪ ﮔﺮﻓﺖ  ﻛﻪ  ﺍﮔﺮﭼﻪ ﻛﺸﻮﺭﻫﺎﻱ  ﭘﺮﺩﺭﺁﻣﺪ  ﻭ 
ﻓﻘﻴﺮ  ﺍﺯ  ﻧﻈﺮ ﺳﻄﺢ  ﺩﺭﺁﻣﺪ  ﺑﺎ  ﻳﻜﺪﻳﮕﺮ  ﺗﻔﺎﻭﺕ  ﺩﺍﺭﻧﺪ،  ﺍﻣﺎ 
ﺗﻔﺎﻭﺕ ﻭ ﺍﺧﺘﻼﻑ ﺁﻧﻬﺎ ﺍﺯ ﻧﻈﺮ ﺍﻫﻤﻴﺖ ﻣﻮﺿﻮﻉ ﺳﻼﻣﺖ 
ﻭ ﺳﻄﺢ  ﻫﺰﻳﻨﻪ  ﻫﺎﻳﻲ  ﻛﻪ  ﺩﺭ  ﺍﻳﻦ  ﺯﻣﻴﻨﻪ ﺻﺮﻑ  ﻣﻲ ﺷﻮﺩ،  
ﺑﺴﻴﺎﺭ ﺷﺪﻳﺪﺗﺮ ﻣﻲ ﺑﺎﺷﺪ. ﺑﻪ ﺍﻳﻦ ﺗﺮﺗﻴﺐ، ﺩﺭ ﺣﺎﻟﻲ ﻛﻪ ﺳﻬﻢ 
ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺑﻬﺪﺍﺷﺖ ﻭ ﺩﺭﻣﺎﻥ ﺩﺭ ﺗﻮﻟﻴﺪ ﻧﺎﺧﺎﻟﺺ ﺩﺍﺧﻠﻲ 
ﻛﺸﻮﺭﻫﺎﻱ ﻓﻘﻴﺮ ﺗﻨﻬﺎ 8/3 ﺩﺭﺻﺪ ﺍﺳﺖ، ﺍﻳﻦ ﺷﺎﺧﺺ ﺩﺭ 
ﻛﺸﻮﺭﻫﺎﻱ ﺑﺎ ﺩﺭﺁﻣﺪ ﻣﺘﻮﺳﻂ ﺑﻪ 7/5 ﺩﺭﺻﺪ، ﻣﻨﺎ 1/5 ﺩﺭﺻﺪ 
ﻭ ﺩﺭ ﻛﺸﻮﺭﻫﺎﻱ ﭘﺮﺩﺭﺁﻣﺪ ﺣﺘﻲ ﺑﻪ ﺑﻴﺶ ﺍﺯ 01 ﺩﺭﺻﺪ ﻧﻴﺰ 
ﺍﻓﺰﺍﻳﺶ ﻣﻲ ﻳﺎﺑﺪ.
ﻣﻄﺎﺑﻖ  ﻧﻤﻮﺩﺍﺭ3  ﻳﻚ  ﺭﺍﺑﻄﻪ  ﻣﺜﺒﺖ  ﻗﻮﻱ  ﻣﻴﺎﻥ  ﻫﺰﻳﻨﻪ 
ﺳﻼﻣﺖ ﺳﺮﺍﻧﻪ ﺑﺎ ﺗﻮﻟﻴﺪ ﻧﺎﺧﺎﻟﺺ ﺩﺍﺧﻠﻲ ﺳﺮﺍﻧﻪ ﺑﺎ ﺿﺮﻳﺐ 
ﻫﻤﺒﺴﺘﮕﻲ06/0 ﺑﺮﺍﻱ ﻛﺸﻮﺭﻫﺎﻱ ﻣﻨﺎ ﻣﺸﺎﻫﺪﻩ ﻣﻲ ﺷﻮﺩ، ﺍﻣﺎ 
ﺑﺮ ﺍﺳﺎﺱ ﻧﻤﻮﺩﺍﺭ4 ﻳﻚ ﺭﺍﺑﻄﻪ ﻣﻨﻔﻲ ﺑﻴﻦ ﺳﻬﻢ ﻫﺰﻳﻨﻪ ﻫﺎﻱ 
ﺳﻼﻣﺖ ﺍﺯ ﺗﻮﻟﻴﺪ ﻧﺎﺧﺎﻟﺺ ﺩﺍﺧﻠﻲ ﺑﺎ ﺗﻮﻟﻴﺪ ﻧﺎﺧﺎﻟﺺ ﺩﺍﺧﻠﻲ 
ﺳﺮﺍﻧﻪ  ﺍﻳﻦ  ﻛﺸﻮﺭﻫﺎ  ﻭﺟﻮﺩ  ﺩﺍﺭﺩ.  ﻳﺎﻓﺘﻪ  ﻣﺬﻛﻮﺭ  ﺑﺎ  ﻧﺘﺎﻳﺞ 
ﺣﺎﺻﻠﻪ ﺑﺮﺍﻱ ﺳﺎﻳﺮ ﻣﻨﺎﻃﻖ ﺍﺯ ﺟﻤﻠﻪ ﻛﺸﻮﺭﻫﺎﻱ ﺗﻮﺳﻌﻪ ﻳﺎﻓﺘﻪ 
ﻣﺒﻨﻲ ﺑﺮ ﻟﻮﻛﺲ ﺑﻮﺩﻥ ﻣﺮﺍﻗﺒﺖ ﻫﺎﻱ ﺳﻼﻣﺘﻲ ﺳﺎﺯﮔﺎﺭ ﻧﻴﺴﺖ. 
ﺑﻪ ﻋﺒﺎﺭﺕ ﺩﻳﮕﺮ ﻫﺮ ﭼﻨﺪ ﺩﺭ ﻏﺎﻟﺐ ﻣﻨﺎﻃﻖ ﻣﺎﻧﻨﺪ ﻛﺸﻮﺭ ﻫﺎﻱ 
DCEO،  ﺑﺎ  ﺍﻓﺰﺍﻳﺶ  ﺗﻮﻟﻴﺪ  ﻧﺎﺧﺎﻟﺺ ﺩﺍﺧﻠﻲ ﺳﺮﺍﻧﻪ، ﺳﻬﻢ 
ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳﻼﻣﺖ  ﺍﺯ  ﺩﺭﺁﻣﺪ  ﻧﺎ ﺧﺎﻟﺺ  ﺩﺍﺧﻠﻲ  ﺍﻓﺰﺍﻳﺶ 
ﻣﻲ ﻳﺎﺑﺪ  ﺍﻣﺎ  ﺍﻟﮕﻮﻱ  ﻣﺬﻛﻮﺭ  ﺑﺮﺍﻱ  ﻛﺸﻮﺭﻫﺎﻱ  ﻣﻨﺎ)ﺑﻪ  ﻭﻳﮋﻩ 
ﻛﺸﻮﺭ ﻫﺎﻱ  ﺻﺎﺩﺭﻛﻨﻨﺪﻩ  ﻧﻔﺖ(  ﺑﺮﻗﺮﺍﺭ  ﻧﻤﻲ  ﺑﺎﺷﺪ.  ﺳﺎﻳﺮ 
ﺷﺎﺧﺺ ﻫﺎﻱ  ﺳﻼﻣﺘﻲ  ﺍﺭﺗﺒﺎﻁ  ﻣﻮﺭﺩ  ﺍﻧﺘﻈﺎﺭ  ﺭﺍ  ﺑﺎ  ﺩﺭﺁﻣﺪ 
ﺳﺮﺍﻧﻪ ﺩﺭ ﺍﻳﻦ ﻛﺸﻮﺭﻫﺎ ﺩﺍﺭﻧﺪ. ﺑﻪ ﻃﻮﺭ ﻣﺜﺎﻝ ﺩﺭ ﻧﻤﻮﺩﺍﺭ5 ﻧﻴﺰ 
ﻳﻚ ﺭﺍﺑﻄﻪ ﻣﺜﺒﺖ ﻣﻴﺎﻥ ﺍﻣﻴﺪ ﺑﻪ ﺯﻧﺪﮔﻲ) ﺑﻪ ﻋﻨﻮﺍﻥ ﺷﺎﺧﺼﻲ 
ﺍﺯ ﺳﻼﻣﺖ(  ﺑﺎ ﺗﻮﻟﻴﺪ ﻧﺎﺧﺎﻟﺺ ﺩﺍﺧﻠﻲ ﺳﺮﺍﻧﻪ ﺑﻪ ﺻﻮﺭﺕ 
ﻣﺴﺘﻘﻴﻢ ﺑﺎ ﺿﺮﻳﺐ ﻫﻤﺒﺴﺘﮕﻲ 76/0 ﻣﺸﺎﻫﺪﻩ ﻣﻲ ﺷﻮﺩ.
ﺗﺤﻠﻴﻞ ﻫﺎﻱ ﺍﻗﺘﺼﺎﺩﺳﻨﺠﻲ
ﺩﺭ ﺍﻳﻦ ﺑﺨﺶ ﺭﺍﺑﻄﻪ ﻣﻴﺎﻥ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳﻼﻣﺖ ﻭ ﺩﺭﺁﻣﺪ ﺳﺮﺍﻧﻪ 
ﺭﺍ ﺑﺎ ﺍﺳﺘﻔﺎﺩﻩ ﺍﺯ ﺩﺍﺩﻩ ﻫﺎﻱ ﺗﺎﺑﻠﻮﻳﻲ ﺑﺮﺍﻱ 31 ﻛﺸﻮﺭ ﻣﻮﺭﺩ ﻧﻈﺮ 
ﻃﻲ ﺩﻭﺭﻩ 5002-5991 ﻣﻮﺭﺩ ﺁﺯﻣﻮﻥ ﻗﺮﺍﺭ ﻣﻲ ﺩﻫﻴﻢ. ﺑﺮﺍﻱ 
ﺍﻳﻦ  ﻣﻨﻈﻮﺭ  ﺍﺑﺘﺪﺍ ﺧﻮﺍﺹ  ﺁﻣﺎﺭﻱ  ﺩﺍﺩﻩ ﻫﺎﻱ  ﺗﺎﺑﻠﻮﻳﻲ  ﺭﺍ  ﺑﻪ 
ﻟﺤﺎﻅ ﻣﺎﻧﺎﻳﻲ ﻳﺎ ﻭﺟﻮﺩ ﺭﻳﺸﻪ ﻭﺍﺣﺪ ﻣﻮﺭﺩ ﺑﺮﺭﺳﻲ ﻗﺮﺍﺭ ﺩﺍﺩﻩ 
ﻭ ﺳﭙﺲ ﺭﺍﺑﻄﻪ ﺑﻠﻨﺪﻣﺪﺕ ﻣﻴﺎﻥ ﻣﺘﻐﻴﺮﻫﺎ ﺭﺍ ﻣﺒﺘﻨﻲ ﺑﺮ ﺭﻭﻳﻜﺮﺩ 
ﻫﻢ ﺍﻧﺒﺎﺷﺘﮕﻲ ﺗﺎﺑﻠﻮﻳﻲ ﺁﺯﻣﻮﻥ ﻣﻲ ﻛﻨﻴﻢ.
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ﻧﻤﻮﺩﺍﺭ3: ﺭﺍﺑﻄﻪ ﺳﻬﻢ ﺑﻬﺪﺍﺷﺖ ﻭ ﺩﺭﻣﺎﻥ ﺍﺯ ﺗﻮﻟﻴﺪ ﻧﺎﺧﺎﻟﺺ ﺩﺍﺧﻠﻲ ﺑﺎ ﺗﻮﻟﻴﺪ ﻧﺎﺧﺎﻟﺺ ﺩﺍﺧﻠﻲ ﺳﺮﺍﻧﻪ )5002(
ﺭﺍﺑﻄﻪ ﻱ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳﻼﻣﺖ ﻭ ﺭﺷﺪ ﺍﻗﺘﺼﺎﺩﻱ …
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ﺑﻬـ
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ـﺎﺭ
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ﻭﺭ
ﺩ
55
ﺁﺯﻣﻮﻥ ﻫﺎﻱ ﺭﻳﺸﻪ ﻭﺍﺣﺪ ﺩﺭ ﺩﺍﺩﻩ ﻫﺎﻱ ﺗﺎﺑﻠﻮﻳﻲ:
ﺩﺭ  ﺍﺩﺍﻣﻪ،  ﻣﺎﻧﺎﻳﻲ  ﻟﮕﺎﺭﻳﺘﻢ  ﻫﺰﻳﻨﻪ ﻫﺎﻱ  ﺳﻼﻣﺖ  ﺳﺮﺍﻧﻪ 
)PXEHL(  ﻭ  ﻟﮕﺎﺭﻳﺘﻢ  ﺩﺭﺁﻣﺪ  ﻧﺎﺧﺎﻟﺺ  ﺩﺍﺧﻠﻲ  ﺳﺮﺍﻧﻪ 
)PDGL( ﺭﺍ ﻣﻮﺭﺩ ﺁﺯﻣﻮﻥ ﻗﺮﺍﺭ ﻣﻲ ﺩﻫﻴﻢ. ﺑﺮﺍﻱ ﺍﻳﻦ ﻣﻨﻈﻮﺭ 
ﺍﺯ ﺷﺶ  ﺭﻭﺵ  ﺍﺯ  ﻣﻬﻢ ﺗﺮﻳﻦ  ﺁﺯﻣﻮﻥ ﻫﺎﻱ  ﺭﻳﺸﻪ  ﻭﺍﺣﺪ  ﺑﺎ 
ﺩﺍﺩﻩ ﻫﺎﻱ ﺗﺎﺑﻠﻮﻳﻲ ﺍﺳﺘﻔﺎﺩﻩ ﻣﻲ ﻛﻨﻴﻢ، ﻫﺮﭼﻨﺪ ﻛﻪ ﻣﻤﻜﻦ ﺍﺳﺖ 
ﺭﻭﺵ ﻫﺎﻱ ﻣﺨﺘﻠﻒ ﺩﺭ ﺁﺯﻣﻮﻥ ﻫﺎﻱ ﺭﻳﺸﻪ ﻭﺍﺣﺪ ﻣﺒﺘﻨﻲ ﺑﺮ 
ﺩﺍﺩﻩ ﺍﻱ ﺗﺎﺑﻠﻮﻳﻲ ﻧﺘﺎﻳﺞ ﻣﺘﻨﺎﻗﻀﻲ ﺍﺭﺍﺋﻪ ﺩﻫﻨﺪ.
ﺍﻳﻦ ﺭﻭﺵ ﻫﺎ ﻋﺒﺎﺭﺗﻨﺪ ﺍﺯ:
- ﺁﺯﻣﻮﻥ ﻟﻮﻳﻦ، ﻟﻴﻦ ﻭ ﭼﻮ )CLL(]21[
- ﺁﺯﻣﻮﻥ ﺍﻳﻢ، ﭘﺴﺮﺍﻥ ﻭ ﺷﻴﻦ)SPI(]31[
- ﺁﺯﻣﻮﻥ ﺑﺮﺗﻮﻧﮓ]41[
- ﺁﺯﻣﻮﻥ ﻫﺎﻱ ﻓﻴﺸﺮ-FDA ﻭ ﻓﻴﺸﺮ-PPﻛﻪ ﺗﻮﺳﻂ ﻣﺎﺩﺍﻻ ﻭ 
ﻭﻭ )9991( ﻭ ﭼﻮﻱ)1002( ﺍﺭﺍﺋﻪ ﺷﺪﻩ ﺍﺳﺖ.
- ﺁﺯﻣﻮﻥ ﻫﺪﺭﻱ]51[
ﺑﺮﺍﻱ ﺗﺸﺮﻳﺢ ﺍﻳﻦ ﺁﺯﻣﻮﻥ ﻫﺎ ﺍﻟﮕﻮﻱ )1(RA ﺑﻴﻦ ﺑﺨﺸﻲ 
ﺯﻳﺮ ﺭﺍ ﺩﺭ ﻧﻈﺮ ﻣﻲ ﮔﻴﺮﻳﻢ:
+ + =′ −ε δ ρX Y Yti i ti ti i ti1
  ﻣﺘﻐﻴﺮﻣﻮﺭﺩ  ﺑﺮﺭﺳﻲ  )ﻳﻌﻨﻲ  ﻟﮕﺎﺭﻳﺘﻢ 
ﻛﻪ  ﺩﺭ  ﺁﻥ  Yti
ﻫﺰﻳﻨﻪ ﻫﺎﻱ  ﺳﻼﻣﺖ  ﺳﺮﺍﻧﻪ  ﻳﺎ  ﻟﮕﺎﺭﻳﺘﻢ  ﺗﻮﻟﻴﺪ  ﻧﺎﺧﺎﻟﺺ 
ﺩﺍﺧﻠﻲ ﺳﺮﺍﻧﻪ(، N, … ,2,1=i ﻣﻌﺮﻑ ﻛﺸﻮﺭﻫﺎ، ,2,1=t 
iT, …… ﻣﻌﺮﻑ ﺗﻌﺪﺍﺩ ﻣﺸﺎﻫﺪﺍﺕ ﺳﺮﻱ ﺯﻣﺎﻧﻲ ﺩﺭ ﻫﺮ 
ﻣﺤﺴﻦ ﻣﻬﺮﺁﺭﺍ ﻭ ﻋﻠﻲ ﺍﻛﺒﺮ ﻓﻀﺎﺋﻠﻲ
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ﻧﻤﻮﺩﺍﺭ4: ﺭﺍﺑﻄﻪ ﻣﻴﺎﻥ ﻫﺰﻳﻨﻪ ﺳﺮﺍﻧﻪ ﺳﻼﻣﺖ ﺑﺎ ﺗﻮﻟﻴﺪ ﻧﺎﺧﺎﻟﺺ ﺩﺍﺧﻠﻲ ﺳﺮﺍﻧﻪ )5002(
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ﻧﻤﻮﺩﺍﺭ5: ﺭﺍﺑﻄﻪ ﺍﻣﻴﺪ ﺑﻪ ﺯﻧﺪﮔﻲ ﺑﺎ ﺗﻮﻟﻴﺪ ﻧﺎﺧﺎﻟﺺ ﺩﺍﺧﻠﻲ ﺳﺮﺍﻧﻪ )5002(
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ﻛﺸﻮﺭ،  Xti ﻧﻤﺎﻳﻨﺪﻩ ﻣﺘﻐﻴﺮﻫﺎﻱ ﻗﻄﻌﻲ ﻣﺎﻧﻨﻨﺪ ﻋﺮﺽ ﺍﺯ ﻣﺒﺪﺃ 
ﻭ ﺭﻭﻧﺪ،  δi ﺿﺮﻳﺐ ﺯﺍﻭﻳﻪ،  ρi ﺿﺮﻳﺐ ﺧﻮﺩﻫﻤﺒﺴﺘﮕﻲ ﻭ 
εti ﺟﻤﻠﻪ ﺍﺧﻼﻝ ﺑﻮﺩﻩ ﻛﻪ ﻓﺮﺽ ﻣﻲ ﺷﻮﺩ ﺩﺭ ﺑﻴﻦ ﻛﺸﻮﺭﻫﺎﻱ 
ﻣﺨﺘﻠﻒ ﻣﺴﺘﻘﻞ ﺍﺯ ﻫﻢ ﻫﺴﺘﻨﺪ. ﺍﮔﺮ  ρip1 ﺑﺎﺷﺪ ﺩﺭ ﺍﻳﻦ 
ﺻﻮﺭﺕ  Yi ﻣﺎﻧﺎ ﻭ ﭼﻨﺎﻧﭽﻪ  ρi=1 ﺑﺎﺷﺪ،  Yi ﺩﺍﺭﺍﻱ ﺭﻳﺸﻪ 
ﻭﺍﺣﺪ ﻭ ﻧﺎﻣﺎﻧﺎ ﺗﻠﻘﻲ ﻣﻲ ﺷﻮﺩ.
ﺑﻪ ﻣﻨﻈﻮﺭ ﺍﻳﻦ ﺁﺯﻣﻮﻥ ﺩﻭ ﭘﻴﺶ ﻓﺮﺽ ﺩﺭ ﻣﻮﺭﺩ  ρi ﻭﺟﻮﺩ 
ﺩﺍﺭﺩ؛ ﺍﻭﻝ ﺍﻳﻨﻜﻪ ﻓﺮﺽ ﻛﻨﻴﻢ ﻋﻮﺍﻣﻞ ﻣﺸﺘﺮﻛﻲ ﺑﻴﻦ ﻛﺸﻮﺭﻫﺎﻱ 
ﻣﺨﺘﻠﻒ ﻭﺟﻮﺩ ﺩﺍﺭﻧﺪ ﺑﻪ ﻃﻮﺭﻱ ﻛﻪ  ρi ﺑﺮﺍﻱ ﻫﻤﻪ ﻛﺸﻮﺭﻫﺎ 
ﻳﻜﺴﺎﻥ ﺍﺳﺖ ) i= ρρ ﺑﻪ ﺍﺯﺍﻱ ﻫﺮ i ﻳﺎ ﺑﺮﺍﻱ ﺗﻤﺎﻡ ﻛﺸﻮﺭﻫﺎ(. 
ﺁﺯﻣﻮﻥ ﻫﺎﻱ CLL، ﺑﺮﺗﻮﻧﮓ ﻭ ﻫﺪﺭﻱ ﺑﺮ ﺍﺳﺎﺱ ﺍﻳﻦ ﻓﺮﺽ 
ﭘﺎﻳﻪ ﺭﻳﺰﻱ ﺷﺪﻩ ﺍﻧﺪ. ﺍﺯ ﺳﻮﻱ ﺩﻳﮕﺮ ﻓﺮﺽ ﺩﻭﻡ ﺍﻳﻦ ﺍﺳﺖ ﻛﻪ 
ρi ﺑﻴﻦ ﻛﺸﻮﺭﻫﺎ ﻳﻜﺴﺎﻥ ﺩﺭ ﻧﻈﺮ ﮔﺮﻓﺘﻪ ﻧﺸﻮﺩ. ﺁﺯﻣﻮﻥ SPI 
ﻭ ﺁﺯﻣﻮﻥ ﻫﺎﻱ ﻧﻮﻉ ﻓﻴﺸﺮ ﻧﻴﺰ ﺑﺮ ﺍﺳﺎﺱ ﺍﻳﻦ ﻓﺮﺽ ﺍﺳﺘﻮﺍﺭﻧﺪ. 
ﺑﻪ ﻋﻼﻭﻩ ﺩﺭ ﺁﺯﻣﻮﻥ ﻫﺪﺭﻱ، ﻓﺮﺿﻴﻪ ﺻﻔﺮ، ﻋﺪﻡ ﻭﺟﻮﺩ ﺭﻳﺸﻪ 
ﻭﺍﺣﺪ ﺍﺳﺖ ﺩﺭ ﺣﺎﻟﻲ ﻛﻪ ﺩﺭ ﺳﺎﻳﺮ ﺁﺯﻣﻮﻥ ﻫﺎ ﻓﺮﺿﻴﻪ ﺻﻔﺮ 
ﻭﺟﻮﺩ ﻳﻚ ﺭﻳﺸﻪ ﻭﺍﺣﺪ ﻣﻲ ﺑﺎﺷﺪ.
ﺧﻼﺻﻪ  ﻧﺘﺎﻳﺞ  ﻫﻤﻪ  ﺍﻳﻦ  ﺁﺯﻣﻮﻥ ﻫﺎ  ﺩﺭ  ﺟﺪﻭﻝ  2ﻭ3 
ﺍﺭﺍﺋﻪ ﻣﻲ ﺷﻮﺩ. ﺑﺮﺍﺳﺎﺱ ﻧﺘﺎﻳﺞ ﺍﻳﻦ ﺟﺪﻭﻝ ﺑﻪ ﻃﻮﺭ ﺧﻼﺻﻪ 
ﻣﻲ ﺗﻮﺍﻥ ﮔﻔﺖ ﻛﻪ ﻟﮕﺎﺭﻳﺘﻢ ﺩﺭﺁﻣﺪ ﻧﺎﺧﺎﻟﺺ ﺩﺍﺧﻠﻲ ﺳﺮﺍﻧﻪ 
)PDGL( ﺑﺮ ﺍﺳﺎﺱ ﻫﻤﻪ ﺁﺯﻣﻮﻥ ﻫﺎ ﺑﻪ ﺟﺰ ﺁﺯﻣﻮﻥ ﺑﺮﺗﻮﻧﮓ 
ﻭ  ﻟﮕﺎﺭﻳﺘﻢ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳﻼﻣﺖ ﺳﺮﺍﻧﻪ  )PXEHL(  ﻧﻴﺰ  ﺑﺮ 
ﺍﺳﺎﺱ ﻫﻤﻪ ﺁﺯﻣﻮﻥ ﻫﺎ ﻧﺎﻣﺎﻧﺎ ﺍﺳﺖ. ﺍﻣﺎ ﻣﺘﻐﻴﺮﻫﺎﻱ ﻣﺬﻛﻮﺭ 
ﭘﺲ  ﺍﺯ ﻳﻚ ﺑﺎﺭ  ﺗﻔﺎﺿﻞ ﮔﻴﺮﻱ  ﺑﺮ ﺍﺳﺎﺱ ﻛﻠﻴﻪ  ﺁﻣﺎﺭﻩ ﻫﺎﻱ 
ﻣﺬﻛﻮﺭ ﻣﺎﻧﺎ ﻣﻲ ﺷﻮﻧﺪ ) ﻧﺘﺎﻳﺞ ﺑﺮﺍﻱ ﺻﺮﻓﻪ ﺟﻮﻳﻲ ﺍﺭﺍﺋﻪ ﻧﺸﺪﻩ 
ﺍﺳﺖ(.
ﺟﺪﻭﻝ 3 : ﻧﺘﺎﻳﺞ ﺁﺯﻣﻮﻥ ﻫﺎﻱ ﺭﻳﺸﻪ ﻭﺍﺣﺪ PXEHL
ﻧﺘﻴﺠﻪ ﺁﺯﻣﻮﻥﻓﺮﺿﻴﻪ ﺻﻔﺮﺁﻣﺎﺭﻩ ﺁﺯﻣﻮﻥ )eulav-P(ﺭﻭﺵ ﺁﺯﻣﻮﻥ
ﻓﺮﺽ ﺻﻔﺮ ﻣﺒﻨﻲ ﺑﺮ ﻧﺎﻣﺎﻧﺎﻳﻲ ﭘﺬﻳﺮﻓﺘﻪ ﻣﻲ ﺷﻮﺩﻭﺟﻮﺩ ﺭﻳﺸﻪ ﻭﺍﺣﺪ98/91، )97/0(erauqs-ihC rehsiF - PP
ﻓﺮﺽ ﺻﻔﺮ ﻣﺒﻨﻲ ﺑﺮ ﻧﺎﻣﺎﻧﺎﻳﻲ ﭘﺬﻳﺮﻓﺘﻪ ﻣﻲ ﺷﻮﺩﻭﺟﻮﺩ ﺭﻳﺸﻪ ﻭﺍﺣﺪ89/1، )79/0(tats-W nihS dna naraseP ,mI
ﻓﺮﺽ ﺻﻔﺮ ﻣﺒﻨﻲ ﺑﺮ ﻧﺎﻣﺎﻧﺎﻳﻲ ﭘﺬﻳﺮﻓﺘﻪ ﻣﻲ ﺷﻮﺩﻭﺟﻮﺩ ﺭﻳﺸﻪ ﻭﺍﺣﺪ41/1، )21/0(tats-t gnutierB
ﻓﺮﺽ ﺻﻔﺮ ﻣﺒﻨﻲ ﺑﺮ ﻣﺎﻧﺎﻳﻲ ﺭﺩ ﻣﻲ ﺷﻮﺩﻋﺪﻡ ﻭﺟﻮﺩ ﺭﻳﺸﻪ ﻭﺍﺣﺪ61/6، )000/0(tats-Z irdaH
ﻓﺮﺽ ﺻﻔﺮ ﻣﺒﻨﻲ ﺑﺮ ﻧﺎﻣﺎﻧﺎﻳﻲ ﭘﺬﻳﺮﻓﺘﻪ ﻣﻲ ﺷﻮﺩﻭﺟﻮﺩ ﺭﻳﺸﻪ ﻭﺍﺣﺪ30/12، )47/0(erauqs-ihC rehsiF - FDA
ﻓﺮﺽ ﺻﻔﺮ ﻣﺒﻨﻲ ﺑﺮ ﻧﺎﻣﺎﻧﺎﻳﻲ ﭘﺬﻳﺮﻓﺘﻪ ﻣﻲ ﺷﻮﺩﻭﺟﻮﺩ ﺭﻳﺸﻪ ﻭﺍﺣﺪ03/0، )83/0(t uhC & niL ,niveL
ﺗﻮﺿﻴﺤﺎﺕ: ﺍﻋﺪﺍﺩ ﺩﺍﺧﻞ ﭘﺮﺍﻧﺘﺰ ﻣﻌﺮﻑ eulaV-P ﻣﻲ ﺑﺎﺷﺪ.
ﺭﺍﺑﻄﻪ ﻱ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳﻼﻣﺖ ﻭ ﺭﺷﺪ ﺍﻗﺘﺼﺎﺩﻱ …
ﺟﺪﻭﻝ 2 : ﻧﺘﺎﻳﺞ ﺁﺯﻣﻮﻥ ﻫﺎﻱ ﺭﻳﺸﻪ ﻭﺍﺣﺪ ﺑﺮﺍﻱ PDGL
ﻧﺘﻴﺠﻪ ﺁﺯﻣﻮﻥﻓﺮﺿﻴﻪ ﺻﻔﺮﺁﻣﺎﺭﻩ ﺁﺯﻣﻮﻥ )eulav-P(ﺭﻭﺵ ﺁﺯﻣﻮﻥ
ﻓﺮﺽ ﺻﻔﺮ ﻣﺒﻨﻲ ﺑﺮ ﻧﺎﻣﺎﻧﺎﻳﻲ ﭘﺬﻳﺮﻓﺘﻪ ﻣﻲ ﺷﻮﺩﻭﺟﻮﺩ ﺭﻳﺸﻪ ﻭﺍﺣﺪ79/22، )026/0(erauqs-ihC rehsiF - PP
ﻓﺮﺽ ﺻﻔﺮ ﻣﺒﻨﻲ ﺑﺮ ﻧﺎﻣﺎﻧﺎﻳﻲ ﭘﺬﻳﺮﻓﺘﻪ ﻣﻲ ﺷﻮﺩﻭﺟﻮﺩ ﺭﻳﺸﻪ ﻭﺍﺣﺪ74/4، )000/1(tats-W nihS dna naraseP ,mI
ﻓﺮﺽ ﺻﻔﺮ ﻣﺒﻨﻲ ﺑﺮ ﻧﺎﻣﺎﻧﺎﻳﻲ ﺭﺩ ﻣﻲ ﺷﻮﺩﻭﺟﻮﺩ ﺭﻳﺸﻪ ﻭﺍﺣﺪ57/1-، )040/0(tats-t gnutierB
ﻓﺮﺽ ﺻﻔﺮ ﻣﺒﻨﻲ ﺑﺮ ﻣﺎﻧﺎﻳﻲ ﺭﺩ ﻣﻲ ﺷﻮﺩﻋﺪﻡ ﻭﺟﻮﺩ ﺭﻳﺸﻪ ﻭﺍﺣﺪ71/6-، )000/0(tats-Z irdaH
ﻓﺮﺽ ﺻﻔﺮ ﻣﺒﻨﻲ ﺑﺮ ﻧﺎﻣﺎﻧﺎﻳﻲ ﭘﺬﻳﺮﻓﺘﻪ ﻣﻲ ﺷﻮﺩﻭﺟﻮﺩ ﺭﻳﺸﻪ ﻭﺍﺣﺪ02/71، )209/0(erauqs-ihC rehsiF - FDA
ﻓﺮﺽ ﺻﻔﺮ ﻣﺒﻨﻲ ﺑﺮ ﻧﺎﻣﺎﻧﺎﻳﻲ ﭘﺬﻳﺮﻓﺘﻪ ﻣﻲ ﺷﻮﺩﻭﺟﻮﺩ ﺭﻳﺸﻪ ﻭﺍﺣﺪ86/0، )957/0(t uhC & niL ,niveL
ﺗﻮﺿﻴﺤﺎﺕ: ﺍﻋﺪﺍﺩ ﺩﺍﺧﻞ ﭘﺮﺍﻧﺘﺰ ﻣﻌﺮﻑ eulaV-P ﻣﻲ ﺑﺎﺷﺪ.
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ﺁﺯﻣﻮﻥ ﻫﻢ ﺍﻧﺒﺎﺷﺘﮕﻲ ﻭ ﺗﺨﻤﻴﻦ ﺭﻭﺍﺑﻂ ﺑﻠﻨﺪﻣﺪﺕ:
ﺩﺭ  ﺗﺤﻠﻴﻞ ﻫﺎﻱ  ﻫﻢ  ﺍﻧﺒﺎﺷﺘﮕﻲ،  ﻭﺟﻮﺩ  ﺭﻭﺍﺑﻂ  ﺑﻠﻨﺪﻣﺪﺕ 
ﺍﻗﺘﺼﺎﺩﻱ ﺁﺯﻣﻮﻥ ﻭ ﺑﺮﺁﻭﺭﺩ ﻣﻲ ﺷﻮﻧﺪ. ﺍﻳﺪﻩ ﺍﺻﻠﻲ ﺩﺭ ﺗﺠﺰﻳﻪ 
ﻭ ﺗﺤﻠﻴﻞ ﻫﻢ  ﺍﻧﺒﺎﺷﺘﮕﻲ ﺁﻥ ﺍﺳﺖ ﻛﻪ ﺍﮔﺮﭼﻪ ﺑﺴﻴﺎﺭﻱ  ﺍﺯ 
ﺳﺮﻱ ﻫﺎﻱ  ﺯﻣﺎﻧﻲ  ﺍﻗﺘﺼﺎﺩﻱ  ﻧﺎﻣﺎﻧﺎ  )ﺣﺎﻭﻱ  ﺭﻭﻧﺪ ﻫﺎﻱ 
ﺗﺼﺎﺩﻓﻲ( ﻫﺴﺘﻨﺪ  ﺍﻣﺎ ﻣﻤﻜﻦ  ﺍﺳﺖ  ﺩﺭ  ﺑﻠﻨﺪﻣﺪﺕ  ﺗﺮﻛﻴﺐ 
ﺧﻄﻲ ﺍﻳﻦ ﻣﺘﻐﻴﺮﻫﺎ، ﻣﺎﻧﺎ )ﻭ ﺑﺪﻭﻥ ﺭﻭﻧﺪ ﺗﺼﺎﺩﻓﻲ( ﺑﺎﺷﻨﺪ.
ﺗﺠﺰﻳﻪ ﻭ ﺗﺤﻠﻴﻞ ﻫﺎﻱ ﻫﻢ ﺍﻧﺒﺎﺷﺘﮕﻲ ﺑﻪ ﻣﺎ ﻛﻤﻚ ﻣﻲ ﻛﻨﺪ 
ﻛﻪ ﺍﻳﻦ ﺭﺍﺑﻄﻪ ﺗﻌﺎﺩﻟﻲ ﺑﻠﻨﺪﻣﺪﺕ ﺭﺍ ﺁﺯﻣﻮﻥ ﻭ ﺑﺮﺁﻭﺭﺩ ﻛﻨﻴﻢ. 
ﺍﮔﺮ ﻳﻚ ﻧﻈﺮﻳﻪ ﺍﻗﺘﺼﺎﺩﻱ ﺻﺤﻴﺢ ﺑﺎﺷﺪ، ﻣﺠﻤﻮﻋﺔ ﻭﻳﮋﻩ ﺍﻱ ﺍﺯ 
ﻣﺘﻐﻴﺮﻫﺎ ﻛﻪ ﺗﻮﺳﻂ ﻧﻈﺮﻳﻪ ﻣﺬﻛﻮﺭ ﻣﺸﺨﺺ ﺷﺪﻩ ﺑﺎ ﻳﻜﺪﻳﮕﺮ 
ﺩﺭ ﺑﻠﻨﺪﻣﺪﺕ ﻣﺮﺗﺒﻂ ﻣﻲ ﺷﻮﻧﺪ. ﺑﻪ ﻋﻼﻭﻩ ﺗﺌﻮﺭﻱ ﺍﻗﺘﺼﺎﺩﻱ 
ﺗﻨﻬﺎ ﺭﻭﺍﺑﻂ ﺭﺍ ﺑﻪ ﺻﻮﺭﺕ ﺍﺳﺘﺎﺗﻴﻚ )ﺑﻠﻨﺪﻣﺪﺕ( ﺗﺼﺮﻳﺢ 
ﻛﺮﺩﻩ ﻭ ﺍﻃﻼﻋﺎﺗﻲ ﺩﺭ ﺧﺼﻮﺹ ﭘﻮﻳﺎﻱ ﻫﺎﻱ ﻛﻮﺗﺎﻩ ﻣﺪﺕ 
ﻣﻴﺎﻥ ﻣﺘﻐﻴﺮﻫﺎ ﺑﻪ ﺩﺳﺖ ﻧﻤﻲ ﺩﻫﺪ. ﺩﺭﺻﻮﺭﺕ ﺍﻋﺘﺒﺎﺭ ﺗﺌﻮﺭﻱ 
ﻣﺎ ﺍﻧﺘﻈﺎﺭ ﺩﺍﺭﻳﻢ ﻋﻠﻲ ﺭﻏﻢ ﻧﺎﻣﺎﻧﺎ ﺑﻮﺩﻥ ﻣﺘﻐﻴﺮﻫﺎ ﻳﻚ ﺗﺮﻛﻴﺐ 
ﺧﻄﻲ ﺍﺳﺘﺎﺗﻴﻚ ﺍﺯ ﺍﻳﻦ ﻣﺘﻐﻴﺮﻫﺎ ﻣﺎﻧﺎ ﻭ ﺑﺪﻭﻥ ﺭﻭﻧﺪ ﺗﺼﺎﺩﻓﻲ 
ﺑﺎﺷﺪ.  ﺩﺭ  ﻏﻴﺮﺍﻳﻦ ﺻﻮﺭﺕ،  ﺍﻋﺘﺒﺎﺭ  ﻧﻈﺮﻳﻪ  ﻣﻮﺭﺩ  ﻧﻈﺮ  ﺯﻳﺮ 
ﺳﺆﺍﻝ ﻗﺮﺍﺭ ﻣﻲ ﮔﻴﺮﺩ. ﺑﻪ ﻫﻤﻴﻦ ﺩﻟﻴﻞ ﺑﻪ ﻃﻮﺭ ﮔﺴﺘﺮﺩﻩ ﺍﺯ ﻫﻢ 
ﺍﻧﺒﺎﺷﺘﮕﻲ ﺑﻪ ﻣﻨﻈﻮﺭ ﺁﺯﻣﻮﻥ ﻧﻈﺮﻳﻪ ﻫﺎﻱ ﺍﻗﺘﺼﺎﺩﻱ ﻭ ﺗﺨﻤﻴﻦ 
ﭘﺎﺭﺍﻣﺘﺮﻫﺎﻱ ﺑﻠﻨﺪﻣﺪﺕ ﺍﺳﺘﻔﺎﺩﻩ ﺷﺪﻩ ﺍﺳﺖ.]61[
ﺁﺯﻣﻮﻥ  ﻫﻢ  ﺍﻧﺒﺎﺷﺘﮕﻲ  ﺑﻪ  ﻫﻨﮕﺎﻡ  ﺍﺳﺘﻔﺎﺩﻩ  ﺍﺯ  ﺩﺍﺩﻩ ﻫﺎﻱ 
ﺗﺎﺑﻠﻮﻳﻲ  ﻋﻤﻮﻣًﺎ  ﺑﻪ  ﺭﻭﺵ  ﭘﻴﺸﻨﻬﺎﺩﻱ  ﭘﺪﺭﻭﻧﻲ  )5991ﻭ 
9991(  ﺍﻧﺠﺎﻡ  ﻣﻲ ﺷﻮﺩ.  ﺁﺯﻣﻮﻥ  ﻫﻢ  ﺍﻧﺒﺎﺷﺘﮕﻲ  ﺍﻧﮕﻞ  - 
ﮔﺮﻧﺠﺮ )7891( ﺑﺮ ﻣﺒﻨﺎﻱ ﺁﺯﻣﻮﻥ ﻣﺎﻧﺎ ﺑﻮﺩﻥ ﺑﺎﻗﻴﻤﺎﻧﺪﻩ ﻫﺎﻱ 
ﻳﻚ ﺭﮔﺮﺳﻴﻮﻥ، ﻫﻨﮕﺎﻣﻲ ﻛﻪ ﻣﺘﻐﻴﺮﻫﺎﻱ ﻣﻌﺎﺩﻟﻪ ﺭﮔﺮﺳﻴﻮﻥ 
ﺍﻧﺒﺎﺷﺘﻪ ﺍﺯ ﺩﺭﺟﻪ 1 ﻳﺎ )1(I ﺍﺳﺖ ﺻﻮﺭﺕ ﻣﻲ ﮔﻴﺮﺩ.]71[ 
ﺍﮔﺮ  ﻣﺘﻐﻴﺮﻫﺎ  ﻫﻢ  ﺍﻧﺒﺎﺷﺘﻪ  ﺑﺎﺷﻨﺪ  ﭘﺲ  ﺑﺎﻳﺪ  ﺑﺎﻗﻴﻤﺎﻧﺪﻩ ﻫﺎﻱ 
ﺁﻧﻬﺎ )0(I ﻳﺎ ﺍﻧﺒﺎﺷﺘﻪ ﺍﺯ ﺩﺭﺟﻪ ﺻﻔﺮ ﺷﻮﻧﺪ. ﺍﺯ ﻃﺮﻑ ﺩﻳﮕﺮ 
ﺍﮔﺮ  ﻣﺘﻐﻴﺮﻫﺎ  ﻫﻢ  ﺍﻧﺒﺎﺷﺘﻪ  ﻧﺒﺎﺷﻨﺪ  ﺑﺎﻗﻴﻤﺎﻧﺪﻩ  )1(I ﺧﻮﺍﻫﻨﺪ 
ﺑﻮﺩ. ﭘﺪﺭﻭﻧﻲ )4002( ﻭ ﻛﺎﺍﻭ )9991( ﺍﻳﻦ ﺁﺯﻣﻮﻥ ﺭﺍ ﺑﺮﺍﻱ 
ﺩﺍﺩﻩ ﻫﺎﻱ ﺗﺎﺑﻠﻮﻳﻲ ﮔﺴﺘﺮﺵ ﺩﺍﺩﻧﺪ.]81[
ﻧﺘﺎﻳﺞ  ﺍﻳﻦ  ﺁﺯﻣﻮﻥ  ﺩﺭ  ﺟﺪﻭﻝ  4  ﺁﻭﺭﺩﻩ  ﺷﺪﻩ  ﺍﺳﺖ، 
ﻫﻤﺎﻥ ﻃﻮﺭ ﻛﻪ ﻣﻼﺣﻈﻪ ﻣﻲ ﮔﺮﺩﺩ ﺑﺮ ﺍﺳﺎﺱ ﻧﺘﺎﻳﺞ ﺍﺭﺍﺋﻪ ﺷﺪﻩ 
ﺩﺭ ﺟﺪﻭﻝ ﻣﺬﻛﻮﺭ ﻫﻢ ﺍﻧﺒﺎﺷﺘﮕﻲ ﻳﺎ ﻭﺟﻮﺩ ﺭﺍﺑﻄﻪ ﺗﻌﺎﺩﻟﻲ 
ﺑﻠﻨﺪﻣﺪﺕ ﺑﻴﻦ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳﻼﻣﺘﻲ ﻭ ﺗﻮﻟﻴﺪ ﻧﺎﺧﺎﻟﺺ ﺩﺍﺧﻠﻲ 
ﺩﺭ ﻛﻠﻴﻪ ﻣﻮﺍﺭﺩ ﭘﺬﻳﺮﻓﺘﻪ ﻣﻲ ﺷﻮﺩ. ﺍﻳﻦ ﻧﺘﺎﻳﺞ ﻧﺸﺎﻥ ﻣﻲ ﺩﻫﻨﺪ 
ﻛﻪ  ﻳﻚ  ﺍﺭﺗﺒﺎﻁ  ﻗﻮﻱ  ﻣﻴﺎﻥ  ﻫﺰﻳﻨﻪ ﻫﺎﻱ  ﺑﺨﺶ ﺳﻼﻣﺖ  ﻭ 
ﺩﺭﺁﻣﺪ ﻣﻠﻲ ﺩﺭ ﻛﺸﻮﺭﻫﺎﻱ ﮔﺮﻭﻩ ﻣﻨﺎ ﻭﺟﻮﺩ ﺩﺍﺭﺩ.
ﺩﺭ ﺍﺩﺍﻣﻪ ﻛﺸﺶ ﻫﺎﻱ ﻛﻮﺗﺎﻩ ﻣﺪﺕ ﻭ ﺑﻠﻨﺪﻣﺪﺕ ﻫﺰﻳﻨﻪ ﻫﺎﻱ 
ﺳﻼﻣﺘﻲ ﻧﺴﺒﺖ ﺑﻪ ﺩﺭﺁﻣﺪ ﺭﺍ ﺑﺮ ﺍﺳﺎﺱ ﻣﻌﺎﺩﻟﻪ ﺯﻳﺮ ﺑﺮﺁﻭﺭﺩ 
ﻣﻲ ﻛﻨﻴﻢ )ﺑﺮﺍﻱ ﺗﻮﺿﻴﺤﺎﺕ ﺑﻴﺸﺘﺮ ﺩﺭ ﺍﻳﻦ ﺧﺼﻮﺹ ﺑﻪ ﻛﺎﻭ 
ﻭ ﮔﻮﺩﺭﻳﺲ )7002( ﺭﺍ ﻣﻼﺣﻈﻪ ﻛﻨﻴﺪ(:]91[
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ﻛﻪ ﺩﺭ ﺁﻥ  y ﻟﮕﺎﺭﻳﻢ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳﻼﻣﺘﻲ ﺳﺮﺍﻧﻪ ﻭ  X 
ﻟﮕﺎﺭﻳﺘﻢ ﺗﻮﻟﻴﺪ ﻧﺎﺧﺎﻟﺺ ﺩﺍﺧﻠﻲ ﺳﺮﺍﻧﻪ ﺩﺭ ﻛﺸﻮﺭﻫﺎﻱ ﻣﻨﺎ 
ﻣﻲ ﺑﺎﺷﻨﺪ.  β3  ﻛﺸﺶ  ﻛﻮﺗﺎﻩ  ﻣﺪﺕ  ﻫﺰﻳﻨﻪ ﻫﺎﻱ  ﺳﻼﻣﺘﻲ 
ﻧﺴﺒﺖ ﺑﻪ ﺩﺭﺁﻣﺪ ﻭ  1βλ ﻣﻌﺮﻑ ﻛﺸﺶ ﺑﻠﻨﺪﻣﺪﺕ ﻭ  λ 
ﺿﺮﻳﺐ ﺗﻌﺪﻳﻞ ﺍﺳﺖ. ﻃﻮﻝ ﻭﻗﻔﻪ ﺑﺮ ﺍﺳﺎﺱ ﻣﻌﻨﻲ ﺩﺍﺭ ﺑﻮﺩﻥ 
ﺿﺮﺍﻳﺐ ﻭ ﻣﻌﻴﺎﺭﻫﺎﻱ ﺍﻧﺘﺨﺎﺏ ﺍﻟﮕﻮ ﺍﻧﺘﺨﺎﺏ ﺷﺪﻩ ﺍﺳﺖ.
ﻧﺘﺎﻳﺞ ﺣﺎﺻﻞ  ﺍﺯ  ﺗﺨﻤﻴﻦ  ﭘﺎﺭﺍﻣﺘﺮﻫﺎﻱ  ﻛﻮﺗﺎﻩ  ﻣﺪﺕ  ﻭ 
ﺑﻠﻨﺪﻣﺪﺕ ﺩﺭ ﺟﺪﻭﻝ 5 ﺍﺭﺍﺋﻪ ﺷﺪﻩ ﺍﺳﺖ.
ﻣﺤﺴﻦ ﻣﻬﺮﺁﺭﺍ ﻭ ﻋﻠﻲ ﺍﻛﺒﺮ ﻓﻀﺎﺋﻠﻲ
ﺟﺪﻭﻝ 4: ﻧﺘﺎﻳﺞ ﺁﺯﻣﻮﻥ ﻫﻢ ﺍﻧﺒﺎﺷﺘﮕﻲ ﭘﺪﺭﻭﻧﻲ
ﻧﺘﻴﺠﻪ ﺁﺯﻣﻮﻥﻓﺮﺿﻴﻪ ﺻﻔﺮﺁﻣﺎﺭﻩ ﺁﺯﻣﻮﻥ )eulav-P(ﺭﻭﺵ ﺁﺯﻣﻮﻥ
ﻓﺮﺽ ﺻﻔﺮ ﻣﺒﻨﻲ ﺑﺮ ﻋﺪﻡ ﻭﺟﻮﺩ ﻫﻢ ﺍﻧﺒﺎﺷﺘﮕﻲ ﺭﺩ ﻣﻲ ﺷﻮﺩﻋﺪﻡ ﻫﻢ ﺍﻧﺒﺎﺷﺘﮕﻲ27/3، )4000/0(citsitatS-ohr puorG
ﻓﺮﺽ ﺻﻔﺮ ﻣﺒﻨﻲ ﺑﺮ ﻋﺪﻡ ﻭﺟﻮﺩ ﻫﻢ ﺍﻧﺒﺎﺷﺘﮕﻲ ﺭﺩ ﻣﻲ ﺷﻮﺩﻋﺪﻡ ﻫﻢ ﺍﻧﺒﺎﺷﺘﮕﻲ77/2-، )5800/0(citsitatS-PP puorG
ﻓﺮﺽ ﺻﻔﺮ ﻣﺒﻨﻲ ﺑﺮ ﻋﺪﻡ ﻭﺟﻮﺩ ﻫﻢ ﺍﻧﺒﺎﺷﺘﮕﻲ ﺭﺩ ﻣﻲ ﺷﻮﺩﻋﺪﻡ ﻫﻢ ﺍﻧﺒﺎﺷﺘﮕﻲ11/8-، )000/0(citsitatS-FDA puorG
ﺗﻮﺿﻴﺤﺎﺕ: ﺍﻋﺪﺍﺩ ﺩﺍﺧﻞ ﭘﺮﺍﻧﺘﺰ ﻣﻌﺮﻑ eulaV-P ﻣﻲ ﺑﺎﺷﺪ.
D
wo
ln
ao
ed
 d
orf
m
hj 
i.a
mu
a.s
i.c
a r
9 t
61:
RI 
TD
no 
S 
nu
ad
S y
pe
met
eb
3 r
 dr
02
71
ﺖ
ﻼﻣ
ﺖ ﺳ
ﻳﺮﻳ
ﻣﺪ
ﻲ 
ﻫﺸ
ﮋﻭ
 - ﭘ
ﻤﻲ
ﻪ ﻋﻠ
ﻨﺎﻣ
ﺼﻠ
ﻓ
85
ﻫﻤﺎﻥ ﻃﻮﺭ ﻛﻪ ﻣﻼﺣﻈﻪ ﻣﻲ ﺷﻮﺩ ﻛﺸﺶ ﻛﻮﺗﺎﻩ ﻣﺪﺕ 
ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳﻼﻣﺘﻲ ﻧﺴﺒﺖ ﺑﻪ ﺩﺭﺁﻣﺪ)92/0( ﻣﻄﺎﺑﻖ ﺍﻧﺘﻈﺎﺭ 
ﻛﻤﺘﺮ ﺍﺯ ﻛﺸﺶ ﺑﻠﻨﺪﻣﺪﺕ)49/0( ﺍﺳﺖ.
ﺑﻨﺎﺑﺮﺍﻳﻦ  ﻫﺮﭼﻨﺪ  ﻳﻚ  ﺭﺍﺑﻄﻪ  ﻗﻮﻱ  ﻣﻴﺎﻥ  ﺩﺭﺁﻣﺪ  ﻭ 
ﻣﺨﺎﺭﺝ ﺳﻼﻣﺘﻲ ﺣﺪﺍﻗﻞ ﺩﺭ ﺑﻠﻨﺪﻣﺪﺕ ﻭﺟﻮﺩ ﺩﺍﺭﺩ ﺍﻣﺎ ﺑﺮ 
ﺧﻼﻑ ﻣﻄﺎﻟﻌﺎﺕ ﺩﻳﮕﺮ ﺍﻳﻦ ﻛﺎﻻ )ﺑﺮ ﺣﺴﺐ ﻛﺸﺶ( ﻫﻨﻮﺯ 
ﺩﺭ ﺍﻳﻦ ﮔﺮﻭﻩ ﻛﺸﻮﺭﻫﺎ ﻟﻮﻛﺲ ﺗﻠﻘﻲ ﻧﻤﻲ ﺷﻮﺩ. ﭘﺎﻳﻴﻦ ﺑﻮﺩﻥ 
ﺿﺮﻳﺐ  ﺗﻌﺪﻳﻞ)61/0-(  ﻧﻴﺰ  ﺩﻻﻟﺖ  ﺑﺮ ﭼﺴﺒﻨﺪﮔﻲ  ﺯﻳﺎﺩ 
ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳﻼﻣﺘﻲ ﺩﺭ ﻣﻮﺍﺟﻪ ﺑﺎ ﻧﻮﺳﺎﻧﺎﺕ ﺩﺭﺁﻣﺪﻱ ﺩﺍﺭﺩ. 
ﺩﺭ  ﻭﺍﻗﻊ  ﺍﻳﻦ  ﻛﺸﻮﺭﻫﺎ  ﻣﺎﻳﻞ  ﻭ  ﻗﺎﺩﺭ  ﻧﻴﺴﺘﻨﺪ  ﻫﺰﻳﻨﻪ ﻫﺎﻱ 
ﺳﻼﻣﺘﻲ ﺭﺍ ﺩﺭ ﻣﻮﺍﺟﻪ ﺑﺎ ﺷﻮﻙ ﻫﺎﻱ ﺩﺭﺁﻣﺪﻱ ﺑﻪ ﺳﺮﻋﺖ 
ﺗﻌﺪﻳﻞ ﻛﻨﻨﺪ.
ﺑﺤﺚ ﻭ ﻧﺘﻴﺠﻪ ﮔﻴﺮﻱ
ﺩﺭ ﺍﻳﻦ ﻣﻘﺎﻟﻪ ﺭﺍﺑﻄﻪ ﻱ ﻣﻴﺎﻥ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳﻼﻣﺖ ﻭ ﺩﺭﺁﻣﺪ 
ﻧﺎﺧﺎﻟﺺ ﺩﺍﺧﻠﻲ ﺑﺎ ﺍﺳﺘﻔﺎﺩﻩ ﺍﺯ ﺗﺤﻠﻴﻞ ﻫﺎﻱ ﻫﻢ  ﺍﻧﺒﺎﺷﺘﮕﻲ 
ﻣﺒﺘﻨﻲ ﺑﺮ ﺩﺍﺩﻩ ﻫﺎﻱ ﺗﺎﺑﻠﻮﻳﻲ ﺑﺮﺍﻱ 31 ﻛﺸﻮﺭ ﻋﻀﻮ ﻣﻨﺎ ﺩﺭ 
ﺩﻭﺭﺓ 5002-5991 ﻣﻮﺭﺩ ﻣﻄﺎﻟﻌﻪ ﻗﺮﺍﺭ ﮔﺮﻓﺖ.
ﺑﺮﺭﺳﻲ ﺗﻮﺻﻴﻔﻲ ﺩﺍﺩﻩ ﻫﺎﻱ ﺗﺤﻘﻴﻖ، ﻧﺸﺎﻥ ﻣﻲ ﺩﻫﺪ ﻛﻪ 
ﻫﺮﭼﻨﺪ  ﺩﺭ  ﻛﺸﻮﺭ ﻫﺎﻱ  ﻣﻨﺎ  ﻳﻚ  ﺭﺍﺑﻄﻪ  ﻣﺜﺒﺖ  ﻗﻮﻱ  ﻣﻴﺎﻥ 
ﻫﺰﻳﻨﻪ  ﺳﻼﻣﺖ  ﺳﺮﺍﻧﻪ  ﺑﺎ  ﺗﻮﻟﻴﺪ  ﻧﺎﺧﺎﻟﺺ  ﺩﺍﺧﻠﻲ  ﺳﺮﺍﻧﻪ 
ﻭﺟﻮﺩ ﺩﺍﺭﺩ، ﺍﻣﺎ ﺭﺍﺑﻄﻪ ﻣﻴﺎﻥ ﺳﻬﻢ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳﻼﻣﺖ ﺍﺯ 
ﺗﻮﻟﻴﺪ  ﻧﺎﺧﺎﻟﺺ  ﺩﺍﺧﻠﻲ  ﺑﺎ  ﺗﻮﻟﻴﺪ  ﻧﺎﺧﺎﻟﺺ  ﺩﺍﺧﻠﻲ  ﺳﺮﺍﻧﻪ 
ﻣﻨﻔﻲ ﺍﺳﺖ. ﻧﺘﻴﺠﻪ ﻣﺬﻛﻮﺭ ﺑﺎ ﺁﻧﭽﻪ ﺩﺭ ﻣﻮﺭﺩ ﺳﺎﻳﺮ ﻣﻨﺎﻃﻖ 
ﺑﺪﺳﺖ ﺁﻣﺪﻩ ﺳﺎﺯﮔﺎﺭ ﻧﻴﺴﺖ. ﺩﺭ ﻭﺍﻗﻊ ﻫﺮ ﭼﻨﺪ ﺩﺭ ﻏﺎﻟﺐ 
ﻣﻨﺎﻃﻖ ﺍﺯ ﺟﻤﻠﻪ ﻛﺸﻮﺭﻫﺎﻱ ﺗﻮﺳﻌﻪ ﻳﺎﻓﺘﻪ، ﺑﺎ ﺍﻓﺰﺍﻳﺶ ﺗﻮﻟﻴﺪ 
ﻧﺎﺧﺎﻟﺺ  ﺩﺍﺧﻠﻲ  ﺳﺮﺍﻧﻪ،  ﺳﻬﻢ  ﻫﺰﻳﻨﻪ ﻫﺎﻱ  ﺑﻬﺪﺍﺷﺘﻲ  ﺍﺯ 
ﺩﺭﺁﻣﺪ ﻧﺎﺧﺎﻟﺺ ﺩﺍﺧﻠﻲ ﺍﻓﺰﺍﻳﺶ ﻣﻲ ﻳﺎﺑﺪ ﺍﻣﺎ ﺍﻟﮕﻮﻱ ﻣﺬﻛﻮﺭ 
ﺑﺮﺍﻱ ﻛﺸﻮﺭﻫﺎﻱ ﻣﻨﺎ )ﺑﻪ ﻭﻳﮋﻩ ﻛﺸﻮﺭ ﻫﺎﻱ ﺻﺎﺩﺭﻛﻨﻨﺪﻩ ﻧﻔﺖ( 
ﺑﺮﻗﺮﺍﺭ ﻧﻤﻲ ﺑﺎﺷﺪ،ﻛﻪ ﺍﻳﻦ ﺧﻮﺩ ﺩﻟﻴﻠﻲ ﺑﺮ ﺻﺤﺖ ﺍﺩﻋﺎﻱ ﻣﺎ 
ﻣﺒﻨﻲ ﺑﺮ ﻟﻮﻛﺲ ﻧﺒﻮﺩﻥ ﻣﺮﺍﻗﺒﺖ ﻫﺎﻱ ﺳﻼﻣﺖ ﺩﺭ ﺍﻳﻦ ﻣﻨﻄﻘﻪ 
ﺩﺭ ﻛﻮﺗﺎﻩ ﻣﺪﺕ ﻭ ﺣﺘﻲ ﺑﻠﻨﺪﻣﺪﺕ ﻣﻲ ﺑﺎﺷﺪ.
ﻧﺘﺎﻳﺞ ﺣﺎﺻﻞ ﺍﺯ ﺗﺤﻠﻴﻞ ﻫﺎﻱ ﻫﻢ  ﺍﻧﺒﺎﺷﺘﮕﻲ ﺣﺎﻛﻲ ﺍﺯ 
ﺁﻥ ﺍﺳﺖ ﻛﻪ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳﻼﻣﺖ ﻭ ﺩﺭﺁﻣﺪ ﺩﺭ ﻧﻤﻮﻧﻪ ﻣﻮﺭﺩ 
ﺑﺮﺭﺳﻲ  ﻣﺘﻐﻴﺮﻫﺎﻳﻲ  ﻧﺎﻣﺎﻧﺎ  ﻫﺴﺘﻨﺪ.  ﺍﻳﻦ  ﺍﻣﺮ  ﻣﺎ  ﺭﺍ  ﺗﺮﻏﻴﺐ 
ﻧﻤﻮﺩ  ﻛﻪ  ﺑﻪ  ﺩﻧﺒﺎﻝ  ﺁﺯﻣﻮﻥ  ﺭﺍﺑﻄﺔ  ﺑﻠﻨﺪﻣﺪﺕ  ﻣﻴﺎﻥ  ﺍﻳﻦ  ﺩﻭ 
ﻣﺘﻐﻴﺮﺑﺎﺷﻴﻢ. ﻟﺬﺍ ﺑﺎ ﺍﻧﺠﺎﻡ ﺁﺯﻣﻮﻥ ﻫﻢ ﺍﻧﺒﺎﺷﺘﮕﻲ ﺑﻪ ﺍﻳﻦ ﻧﺘﻴﺠﻪ 
ﺭﺳﻴﺪﻳﻢ ﻛﻪ ﻋﻠﻲ ﺭﻏﻢ ﻧﺎﻣﺎﻧﺎ ﺑﻮﺩﻥ ﻣﺘﻐﻴﺮﻫﺎ ﻫﻨﻮﺯ ﻳﻚ ﺭﺍﺑﻄﻪ 
ﺗﻌﺎﺩﻟﻲ ﺑﻠﻨﺪﻣﺪﺕ )ﻫﻢ ﺍﻧﺒﺎﺷﺘﮕﻲ( ﻣﻴﺎﻥ ﺍﻳﻦ ﺩﻭ ﻣﺘﻐﻴﺮ ﻭﺟﻮﺩ 
ﺩﺍﺭﺩ ﺑﻪ ﻃﻮﺭﻱ ﻛﻪ ﻓﺮﺿﻴﻪ ﺻﻔﺮ ﻣﺒﻨﻲ ﺑﺮ ﻋﺪﻡ ﻫﻢ ﺍﻧﺒﺎﺷﺘﮕﻲ 
ﺑﺮ ﺍﺳﺎﺱ ﺁﺯﻣﻮﻥ ﻫﺎﻱ ﻣﺨﺘﻠﻒ ﺩﺭ ﺭﻭﺵ ﭘﺪﺭﻭﻧﻲ )5991 ﻭ 
9991( ﺑﺎ ﻗﺪﺭﺕ ﺭﺩ ﻣﻲ ﺷﻮﺩ.
ﺑﺮ ﺧﻼﻑ ﺷﻮﺍﻫﺪ ﺣﺎﺻﻠﻪ ﺍﺯ ﺳﺎﻳﺮ ﻛﺸﻮﺭﻫﺎ ﻭ ﻣﻨﺎﻃﻖ، 
ﻛﺸﺶ ﺩﺭﺁﻣﺪﻱ ﻛﺎﻻﻱ ﺳﻼﻣﺖ ﺩﺭ ﻣﻨﻄﻘﻪ ﻣﻨﺎ ﻛﻮﭼﻚ ﺗﺮ ﺍﺯ 
ﻳﻚ ﺍﺳﺖ ﺑﻪ ﻃﻮﺭﻱ ﻛﻪ ﺍﻳﻦ ﻛﺎﻻ ﻟﻮﻛﺲ ﺗﻠﻘﻲ ﻧﻤﻲ ﺷﻮﺩ. 
ﻟﺬﺍ ﺍﻧﺘﻈﺎﺭ ﻧﻤﻲ ﺭﻭﺩ ﺑﺎ ﺍﻓﺰﺍﻳﺶ ﺩﺭﺁﻣﺪ، ﺍﻳﻦ ﻛﺸﻮﺭﻫﺎ ﺳﻬﻢ 
ﺑﻴﺸﺘﺮﻱ  ﺍﺯ  ﺩﺭﺁﻣﺪ  ﺭﺍ  ﺑﻪ  ﻫﺰﻳﻨﻪ ﻫﺎﻱ  ﺳﻼﻣﺖ  ﺍﺧﺘﺼﺎﺹ 
ﺩﻫﻨﺪ.  ﺑﻪ ﻋﻼﻭﻩ ﻛﺸﺶ  ﻛﻮﺗﺎﻩ ﻣﺪﺕ  ﺑﻪ  ﻣﺮﺍﺗﺐ  ﻛﻤﺘﺮ  ﺍﺯ 
ﻭﺍﺣﺪ )92/0( ﺍﺳﺖ.
ﺑﺮﺁﻭﺭﺩ ﺿﺮﻳﺐ ﺗﻌﺪﻳﻞ ﻧﻴﺰ ﺩﻻﻟﺖ ﺑﺮ ﭼﺴﺒﻨﺪﮔﻲ ﻫﺎﻱ 
ﺑﺎﻻ  ﺩﺭ  ﻫﺰﻳﻨﻪ ﻫﺎﻱ  ﺳﻼﻣﺖ  ﺍﻳﻦ  ﻛﺸﻮﺭﻫﺎ  ﺩﺭ  ﻣﻮﺍﺟﻪ  ﺑﺎ 
ﺗﻜﺎﻧﻪ ﻫﺎﻱ  ﺩﺭﺁﻣﺪﻱ  ﺩﺍﺭﺩ.  ﺑﺪﻳﻦ ﺗﺮﺗﻴﺐ  ﺍﻫﺘﻤﺎﻡ  ﺑﻴﺸﺘﺮ  ﺩﺭ 
ﺟﻬﺖ  ﺍﻓﺰﺍﻳﺶ  ﻛﺎﺭﺍﻳﻲ  ﻫﺰﻳﻨﻪ ﻫﺎﻱ  ﺳﻼﻣﺘﻲ  ﺍﺯ  ﺍﻫﻤﻴﺖ 
ﻭﻳﮋﻩ ﺍﻱ  ﺩﺭ  ﺍﻳﻦ  ﻛﺸﻮﺭﻫﺎ  ﺑﺮﺧﻮﺭﺩﺍﺭ  ﺍﺳﺖ.  ﺗﻮﺟﻪ  ﺑﻪ 
ﻣﻌﻴﺎﺭﻫﺎﻱ ﻫﺰﻳﻨﻪ - ﺍﺛﺮﺑﺨﺸﻲ، ﻋﺪﺍﻟﺖ ﻋﻤﻮﺩﻱ ﻭ ﺍﻓﻘﻲ ﺩﺭ 
ﺍﺭﺍﺋﺔ ﻣﺮﺍﻗﺒﺖ ﻭ ﺗﺄﻣﻴﻦ ﻣﺎﻟﻲ ﻭ ﺗﻘﺴﻴﻢ ﺭﻳﺴﻚ ﺑﻪ ﻃﻮﺭ ﻣﺜﺎﻝ 
ﺍﺯ ﻃﺮﻳﻖ ﺗﻮﺳﻌﺔ ﻧﻈﺎﻡ ﻫﺎﻱ ﺑﻴﻤﻪ ﺍﻱ ﻭ ﺍﻓﺰﺍﻳﺶ ﻛﺎﺭﺍﻳﻲ ﺑﻴﻤﺔ 
ﺩﺭﻣﺎﻥ ﺍﺯ ﻣﻬﻤﺘﺮﻳﻦ ﻋﻮﺍﻣﻞ ﺩﺭ ﺍﺭﺗﻘﺎء ﻛﺎﺭﺍﻳﻲ ﻭ ﺑﺮﺍﺑﺮﻱ ﺩﺭ 
ﻧﻈﺎﻡ ﻫﺎﻱ ﺳﻼﻣﺘﻲ ﺑﺮﺧﻮﺭﺩﺍﺭﻧﺪ.
ﺟﺪﻭﻝ5: ﻧﺘﺎﻳﺞ ﺗﺨﻤﻴﻦ ﭘﺎﺭﺍﻣﺘﺮﻫﺎﻱ ﻛﻮﺗﺎﻩ ﻣﺪﺕ ﻭ ﺑﻠﻨﺪﻣﺪﺕ
ﺿﺮﻳﺐ ﺗﻌﺪﻳﻞﻛﺸﺶ ﺑﻠﻨﺪﻣﺪﺕﻛﺸﺶ ﻛﻮﺗﺎﻩ ﻣﺪﺕ
61/0-، )40/0(49/0، )000/0(92/0، )600/0(
ﺗﻮﺿﻴﺤﺎﺕ: ﺍﻋﺪﺍﺩ ﺩﺍﺧﻞ ﭘﺮﺍﻧﺘﺰ ﻣﻌﺮﻑ eulaV-P ﻣﻲ ﺑﺎﺷﺪ.
ﺭﺍﺑﻄﻪ ﻱ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳﻼﻣﺖ ﻭ ﺭﺷﺪ ﺍﻗﺘﺼﺎﺩﻱ …
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A Study on Health Expenditures in Relation with
Economics Growth in Middle East and North Africa 
(MENA) Countries
Mehrara M.1 / Fazaeli A.2 
Abstract 
Introduction: One of the most important challenges in health systems is to determine the quantity 
of resources a country devotes to medical care. The share of the health expenditures of GDP in 
developed countries is often more than developing countries, therefore as the level of development 
increases; health expenditures increase too.
Methods: This paper examines the stationary and co- integration of health expenditure and GDP 
based on the panel co-integration analysis, for a sample of 13 MENA countries using data for the 
period 1995-2005.
Results: Unit root and trend stationary results indicate that both health expenditure and GDP 
are non- stationary. Even though, the findings indicate that health expenditure and GDP are co-
integrated. 
Conclusion: The fraction of expenditure devoted to health care of total GDP decreases with GDP. 
This implies that health care is not a luxury good in MENA countries. 
Keywords: Health Expenditure, Co-Integration, Unit Root, Panel Data, Economic Growth, 
MENA
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